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The research aim is to contribute to scholarly inquiry on best practices for 
institutional leaders in health care organizations who are leading improvement work. 
The goal is to investigate how a specific sustainable continuous improvement 
methodology—lean management (LM)—is experienced by leaders charged with 
implementing it to improve health care locally. Adult development can be understood 
as stage-based theory of growth across the human life-span and has been successfully 
applied to enhance understanding of how adults approach uncertainty and complexity, 
yet it has not been applied to understand how institutional leaders go about 
understanding, implementing, and leading improvement work via LM. The primary 
research focus is how improvement leaders in an academic health care organization 
describe the implementation experience of LM and how, if at all, LM varies as a 
function of improvement leaders’ stage of development, as represented by their 
assessed action-logic. This study represents the first step in an exploratory agenda to 
integrate adult developmental theory with LM application in health care by first 
understanding how LM’s application in hospital settings may vary with individual 
project leaders’ stages of development and how their descriptions of LM 
implementations during key implementation points within an advanced and internally 
offered Black Belt training program may match the intent of LM as a systemic, 
principle-based approach to health care change within an organization implementing it 
as organization-wide strategy for improvement. 
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The Complexity and Challenges of Health Care Improvement 
A crisis has been developing within the United States health care sector for some 
time (Blumenthal, 2012; Smith, 2012; Teng, 2015). National expenditures per capita are 
estimated to increase faster than any other category of gross domestic product by the year 
2020 (Berwick & Hackbarth, 2012). Aggregate local and national hospital concerns 
include medical errors, ineffective treatments, untimely care, rising costs of care, and 
nonpatient-centered approaches to care, represented by patient inability to properly 
access care settings and professionals. Failures of care delivery and coordination, 
overtreatment, administrative complexity, pricing ambiguity, and fraud have been 
attributed to the lack of interconnected systems, organizations, and processes, and to 
departments that do not put the patient and the community at the center of medical 
practice (Berwick & Hackbarth, 2012). Recognizing the urgent needs for improvement, 
many health care leaders are under pressure to change how hospitals operate to better 
meet their patients’ needs; to do so, they are integrating institutional improvement 
methodologies and philosophies (Blumenthal, 2012). 
Calls to action in health care are not new and are pervasive. In 2000, the officials at 
the Institute of Medicine (IOM) issued a report asking for a national effort to make health 
care safe. In the report “To Err Is Human: Building a Safer Health System” (Kohn, 
Corrigan, & Donaldson, 2000), the authors noted that as many as 98,000 patient deaths 
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are caused annually by medical errors and the lack of integrated systems. Based on the 
report, a cascade of national efforts for health care improvement began, including 
research funding for error prevention and patient safety (National Patient Safety 
Foundation, 2002), requirements for safe practices (Joint Commission on Accreditation 
of Healthcare Organizations, 2005), requirements for safety incident reporting (National 
Patient Safety Foundation, 2002), and the integration of universal principles such as 
“systems, not people, lead to errors” (Leape & Berwick, 2005). Yet, since the report’s 
publication, a marked improvement in health care has not occurred (Mitchell, Schuster, 
Smith, Pronovost, & Wu, 2016). New and legacy challenges remain and increase in 
intensity including integrating best practices, interdisciplinary work between medical 
specialties and subspecialties, data reporting, problem solving, and increasingly diverse 
populations seeking care.  
In health care focus areas such as patient population management, health outcomes, 
medical procedures, and the coordination of diagnoses, the health care field is complex, 
rife with inherent uncertainty and desires to change. Individuals who work within health 
care institutions are often placed into positions of responsibility to address this situation 
by leading improvement projects aimed at tackling these and other focus areas. The 
individuals, the methodology they are guided to use, and the ways they make sense of 
their experiences and apply improvements as leaders are areas of interest within this 




Figure 1. Interest and context of research 
Research Problem: Unexplored Leadership Action-Logics 
and Lean Management Implementation in Health Care 
Experts of prominent journals and organizations in Western health care, including 
the Mayo Clinic Proceedings (Toussaint & Berry, 2013), the British Medical Journal 
(BMJ) of Quality and Patient Safety (Kaplan, Patterson, Ching, & Blackmore, 2014), and 
the Institute for Healthcare Improvement (Womack & Miller, 2005), have discussed LM 
in health care as principle-based; successful when applied systemically; underpinning all 
work in an area, hospital, or institution; and reliant on leadership involvement, support, 
and commitment. Limited exploratory research exists within the field of improvement 
and LM in health care, which considers the adult developmental mind-set stages of 
institutional improvement leaders as they implement improvement work within an 
institution while endorsing LM as their improvement strategy. Which action-logics might 
fit best with implementing LM as a systemic approach to health care improvement? 
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Researchers of LM in health care have focused more on the content of improvement, 
methods of analysis, and the improvement of processes and systems, and less on the 
meaning-making of individuals responsible for enacting and facilitating change (Brandao 
de Souza, 2009; Mazzocato, Savage, Brommels, Aronsson, & Thor, 2010; Poksinska, 
2010; Sloan, Fitzgerald, Hayes, Radnor, Sohal, & Robinson, 2014). 
Institutions that use LM as a methodology for improvement and to empower 
individuals into positions of improvement leadership present an opportunity for research 
into the developmental stages, or action-logics, of these individuals. This research has 
applicability to both institutional support for improvement leaders and the discovery of 
new insights for health care organizations that seek to adopt and apply improvement 
frameworks such as LM. 
The complexity and uncertainty of health care improvement may require 
improvement leaders to possess equally complex perspectives and ways of making sense 
of environments. Certain capabilities for LM leaders in health care have been discussed 
and include (a) leadership commitment to self-development, (b) a propensity to coach 
and develop others, (c) support for daily improvement, and (d) the ability to create a 
vision and align goals (Liker & Convis, 2011; Poksinska et al., 2013). A constructive 
developmental theory (CDT) factor that varies across several stages of development is 
capacity for reflection on individual, interpersonal, intrapersonal, and affective awareness 
(Drago-Severson, 2008); therefore, it can be hypothesized that improvement leaders with 
greater capacities for reflection and meaning-making—those with later action-logics—
may describe and apply LM more systemically and collaboratively, but the topic and 
perspectives have not been investigated. 
As improvement leaders, health care professionals are faced with multifaceted, 
multipronged, and interdisciplinary needs for systemic improvements, and multiple 
complex perspectives exist to consider and integrate into daily practice and when seeking 
to improve. The perspectives range from (a) consumers of health care services (patients) 
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to (b) providers of health care services (clinicians and health care workers), (c) the 
sources of funding (government and private insurance agencies), and (d) the perspectives 
of those in leadership positions working to change and transform their health care 
institutions. The improvement leaders in health care are often clinicians and experts in 
their field who have primarily learned professional autonomy through their education and 
practice (Wrenn, 2015). 
Considering the complexity of improving health care, insights into contemporary 
health care and popular improvement methods and philosophies, such as LM, may be 
augmented by the different action-logics afforded by improvement leaders as they go 
about learning and implementing improvement work in their local hospital settings, 
which can be considered microsystems of American health care and their local 
institutions. Research has shown that individuals at different developmental stages 
experience institutional phenomena differently and as being more malleable, depending 
on their stage of development (Voronov & Yorks, 2015). The manner in which 
improvement leaders make meaning of their experiences as well as the challenges they 
notice during LM improvement work may vary depending on their action-logic and may 
match to different degrees the intent of LM in health care as being systemic and 
collaborative. 
Improvement leaders can face many known challenges when implementing LM as 
an improvement strategy and method in health care, especially regarding team 
engagement in problem-solving and fact-finding, taking on new perspectives, and 
behaving in ways that are congruent with new norms. The organizational intent of LM is 
to be a system in which all work is organized, connected, and improved toward bettering 
the delivery of value to customers (Spear, 2005; Womack & Jones, 2003). Conversely, 
contradictions with change and improvement can arise when LM is applied within 
hospitals that are structurally organized and designed to control information and optimize 
different divisions and departments. For example, patient value—clinical diagnoses, 
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treatment plans, and care—is often delivered across a continuum of departments with a 
multitude of clinicians who report to and are aligned with different departments, 
hierarchies, constituents, and priorities (Kenney, 2012). Health care leaders often must 
recognize and address complex situations like these as they arise during improvement 
work. Research case studies of LM—the primary research design of LM in health care 
(Brandao de Souza, 2009)—seldom consider leaders’ developmental stages, if ever; 
therefore, insights into future improvements to the delivery of care and into the 
institutional support offered to improvement leaders could be limited by not identifying 
how leaders understand themselves, others, LM, and institutional phenomena. 
The research problem is a gap in understanding and awareness between the 
developmental mind-set stage or action-logic of the improvement leader and the 
institutional improvement work utilizing LM. It can be inferred by previous researchers 
(Cook-Greuter, 2004; McCauley, Drath, Palus, O’Connor, & Baker, 2006) that leaders at 
later developmental mind-set stages, as measured by the Global Leadership Profile 
(GLP), may notice and better manage more complex systemic problems within the 
implementation of LM. This has yet to be researched. 
Health Care Improvement Methodology 
How health care systems and processes fit together, operate, and sustain 
effectiveness themselves can be complex. The introduction of problems and barriers to 
care can increase complexity. Individuals and teams must agree on the problem to be 
solved and how and when the problem is to be worked on, all while working in 
environments that are unpredictable and busy. Clinicians and administrators are often 
placed into or nominated for positions to lead improvement teams, and they look to their 
institutional leaders for guidance. Institutional administrators in North America have 
recognized the need for and are providing guidance via sanctioning and adhering to 
  
7 
improvement methodologies and philosophies. One prominent methodology to be 
explored in this study is lean management (LM) (Baker, Taylor, & Mitchell, 2009; 
Barnas, 2014; D’Andreamatteo, Ianni, Lega, & Sargiacomo, 2015; Toussaint, 2015; 
Womack & Miller, 2005). 
Lean Management 
LM is widely cited as an effective method used to solve problems and close gaps in 
health care’s quality, safety, patient experience, finances, and key performance indices 
(Merlino, Omi, & Bowen, 2014; White, Wells, & Butterworth, 2013). LM is often 
considered a change strategy for systemic process and organizational improvement 
stemming primarily from the viewpoint of customer value. It was extracted from the 
Toyota Production System (TPS) and the Toyota Motor Company (Shimokawa & 
Fujimoto, 2009). 
LM has become popularized in health care through the application of methods, 
principles, behaviors, problem-solving methodology, and management and organizational 
structures described and outlined in seminal publications (Liker, 2004; Ōno, 1988; 
Toussaint, 2015; Womack & Jones, 2003; Womack, Jones, & Roos, 2008). In health care, 
the overarching customers are patients, and value is often defined as diagnosis, treatment, 
surgery, therapy, and care. The term lean denotes a focus on maximizing customer value 
within the overall production and delivery of services while systematically and 
continually eliminating its opposite—waste, also known as problems, inefficiencies, and 
barriers to customer value (Womack et al., 2008). LM proponents emphasize a systemic, 
holistic view of process improvement (Joosten, Bongers, & Janssen, 2009). Within LM, 
the A3 report is a structured method for applying improvement in an institution and 
follows a sequence of application: (a) defining the problem, scope, current conditions, 
and analysis of root causes with stakeholders in organizational and institutional areas that 
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seek improvement; (b) constructing countermeasures to the problem and an 
implementation plan; and (c) sustaining countermeasures to alleviate the problems and 
make progress toward agreed upon goals (Flinchbaugh, 2012; Lee & Kuo, 2009). LM and 
the A3 report are used to offer structure and pragmatism for solving institutional 
problems in health care, but not all LM implementations in health care are the same 
(Mazzocato et al., 2010; Proudlove, Moxham, & Boaden, 2008). 
Variance in the application of LM in health care can be traced to differing 
institutional contexts and varying individuals being placed into positions to lead LM 
improvement work (Sloan et al., 2014; Mazzocato et al., 2010; Poksinska, 2010). In 
sponsoring change, motivating staff, and trying new methods for management and 
leadership themselves, improvement leaders within health care increasingly need to take 
on new and different perspectives when using LM (Poksinska, Swartling, & Drotz, 2013). 
As a largely service-based paradigm, LM—particularly in health care—is associated with 
many guidelines and routines for organizational improvement (Barnas, 2014; Zidel, 
2015), but no guidelines and routines are used to highlight the possible variance in LM’s 
interpretation and application, as seen through different leadership perspectives. 
Developmental Action-Logics 
Where an individual resides on a continuum of psychological development across 
the life span will be a factor of his or her willingness to share, explore, integrate multiple 
perspectives, and exercise shared use of power. An individual’s action-logic is 
representative of his or her stage of adult development (Torbert, 2004). An individual’s 
action-logic typically operates outside of conscious awareness and represents a 
developmental mind-set used to make sense and meaning of interactions within that 
individual, with others, and within environments. Researchers in adult developmental 
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theory developed the Global Leadership Profile (GLP) as a measure to identify an 
individual’s developmental action-logic (Torbert, 2013). 
An action-logic can be seen as characteristic of an individual’s leadership style, in 
that it represents the extent to which he or she attends to multiple or few territories of 
experience. Individuals aware of a wider range of interactions and levels of experience 
will tend to take action differently from those considering a narrower range. Broadly, the 
territories of experience include the first territory—outside events, the objective world, 
results, assessments, and things measurable by an instrument; the second territory—an 
individual’s own sensed performance, including one’s behavior, skills, patterns of 
activity, and actions; the third territory—thinking strategies, game plans, and individuals’ 
own ongoing thinking and feelings; and the fourth territory—intentional attention and 
awareness to the first three territories simultaneously. The fourth territory is rarely a 
focus in most adults. Adults who tend to consider the fourth territory tend to be measured 
by the GLP at rare later action-logics (Torbert, 2006). 
The seven most common leadership action-logics seen to be representative of 
adults’ meaning-making perspectives based on awareness and taking action with that 
awareness are (a) opportunist, (b) diplomat, (c) expert, (d) achiever, (e) redefining, 
(f) transforming, and (g) alchemical. The first four action-logics are given noun names, 
while the four latter action-logics are given participial names to highlight how individuals 
with early action-logics tend to structure the world in static noun-like patterns. Later 
action-logics tend to involve seeing experience and events within a process of relative 
change. Research on the impact of a leader’s action-logic, as measured by the GLP, has 
shown that individuals with more advanced later action-logics are more skilled at 
recognizing and managing more complex organizational problems as well as at engaging 
and inquiring with other employees (Fisher & Torbert, 1991; Rooke & Torbert, 1998). 
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Adult Developmental Theory 
Situations characterized by complexity and uncertainty are increasingly prevalent 
in organizations (Yorks & Nicolaides, 2012) and have been fertile environments for 
research into adult developmental theory (O’Loughlin, 2014). Action-logics are one 
method of measuring adult development and are a part of a field of stage theories of adult 
development derived from constructive developmental theory (CDT) (Berger, 2011; 
Kegan & Lahey, 2009). As an overarching stage theory of adult development, CDT has 
been applied in school settings, particularly for investigating the appropriateness or best 
fit for particular stages of development and the complexity of institutional environments 
(Drago-Severson, 2008). CDT researchers have focused on areas of potential interest to 
LM in health care, including executive coaching (Berger, 2006), leadership development 
(Ghosh, Haynes, & Kram, 2013), and institutional change (Voronov & Yorks, 2015). 
CDT researchers have pointed to the increasing complexity and uncertainty in the world 
generally and highlight them as an opportunity for leadership development (Harris & 
Kuhnert, 2008). 
Within CDT, the developmental mind-set stage is characterized by routine mental 
structures that an individual utilizes to make sense of the world and that contains his or 
her current capacity to reflect on multiple viewpoints (Drago-Severson, 2015). By using 
gradually increased awareness of their own mental structures and thought patterns, 
individuals can reflect on their routine mental structures and thought patterns and grow 
by using new ones. Developmental movement or growth occurs at the point where what 
was subjective becomes objective (Kegan & Lahey, 2009). Within adult developmental 
theories such as action-logics, three broad stages have been classified: (a) dependent, 
referring to the reliant nature or dependence on others to mentally construct meaning for 
experiences; (b) independent, with reference to self-generated values and standards; and 
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(c) interdependent, wherein self-exploration and ongoing development of self and others 
is a central cognitive concern (McCauley et al., 2006). 
Research Purpose 
Because new approaches for applying improvement methods are sought within the 
United States, the proposed study will be used to explore the potential of adult 
developmental theory for augmenting the intent of LM as a systemic improvement 
methodology. Recognized literature must exist for both scholars and practitioners 
because the implementation of LM in health care depends on both scholarly findings and 
practitioner contexts. This study can be used to inform both future research of leadership-
led LM implementations and strategic improvement to care delivery in health care 
settings. 
Adult development theory and LM’s application will be explored by analyzing the 
action-logics of improvement leaders of LM within hospital settings who are applying 
LM as the improvement strategy, and by documenting their insights specific to 
incongruences or barriers they notice and face when implementing their project 
improvement work. Leaders’ developmental mind-sets or action-logics may translate into 
how they perceive an implementation problem, if it is noticed at all, and how it is 
addressed. As solutions to more complex problems are sought, the proposed study will be 
used to show which developmental mind-sets are used to notice and solve the most 
complex problems experienced during LM application. Issues that the leader notices as 
being important and salient can have applicability and ramifications for a project’s goals, 




1. To understand how, if at all, leaders responsible for implementing a LM in a 
university hospital setting vary in their approach by action-logic. 
2. To discover new strategic insights for organization-wide implementations of 
LM in health care from individuals leading change.  
3. To develop my efficacy in recognizing and coding leadership action-logics. 
Research Questions 
RQ1. How do improvement leaders in an academic health care organization 
describe the implementation experience of LM? 
RQ2. How, if at all, does the experience of LM in health care vary as a function of 
the improvement leader’s action-logic? 
Research Design Overview 
Employing a common definition of LM can be difficult, but controlled, by studying 
an organization in which its techniques and guidance are applied for leaders and teams, as 
within the study. As a contemporary investigation into how health care leaders apply LM 
as a principle-based improvement methodology in hospital settings, this qualitative case 
study will follow improvement leaders characterized by their dominant action-logic(s) as 
they work to implement LM and follow the A3 problem-solving method within an 
academic health care organization comprising membership hospitals in the northeastern 
region of the United States. 
Individuals will be solicited from a LM training program offered within the 
organization. At the time of the research, the program had existed for 4 years and was 
developed in response to the need for increased depth of quality improvement skills and 
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leadership of LM within the institution to address continuing internal and external needs 
for change and improvement within the health care region. The program includes an A3 
project-based curriculum and principle-based LM for organizational excellence; it 
combines didactic and hands-on classroom learning techniques with facilitated project 
discussions, experiential learning, and advisement via one-on-one coaching delivered to 
each participant. The program is referred to as a Lean Black Belt program. 
Within the training program, each participant is required to identify, lead, and 
complete a LM A3 project stemming from his or her department or division. The project 
must fulfill several criteria, including: (a) target completion within the program time 
frame; (b) being of interest and value to the clinical and/or administrative setting; 
(c) including a representative team of stakeholders (health care providers, nurses, 
administrators, and/or patients); and (d) aligning with organizational strategic goals. Each 
participant is assigned a project coach, an individual from the organization with at least 
2 years of experience in quality improvement in health care and an advanced certificate in 
formal LM training. Advisers are considered coaches and are asked to meet face-to-face 
with learners at least monthly. 
Assumptions of the Study 
The first research assumptions are that LM in health care work environments is 
enhanced and improved when multiple and systemic viewpoints are considered, and that 
it is important for leaders to see the most complex problems within health care and their 
improvement work, because these types of problems have not been solved by traditional 
answers, despite significant effort and attention (Mitchell et al., 2016). Another 
assumption is that project leaders in the educational program of interest will be willing to 
share their candid experiences with their LM implementations. The assumption may be 
influenced by my perspective, by virtue of my sociodemographic characteristics and 
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privileged role in organization and society, specifically as a White male and lead trainer 
of LM. As a leader of LM in the organization, I have undergone an action-logic-based 
assessment of my developmental mind-set stage through completion of the GLP (Torbert, 
2013) in October 2014 and October 2016 and found a match with my self-estimated 
action-logic. Because of this experience and my familiarity with the research population, 
I believe that the possibility of self-insight afforded by completing the assessment may be 
a factor in the research participants’ willingness to participate in the study. In this study, 
it will be further assumed that clinicians and administrators will provide a variety of 
experiences and action-logics, due to the breadth of their experiences; the organization’s 
size; and the varying ages, backgrounds, and specialties of practice and positions of 
authority, and that their experiences of the training program will have points of 
commonality due to the structure of the program and requirements. 
Rationale and Significance 
Health care is increasingly a very dynamic and multidisciplinary field characterized 
by change and fraught with challenges associated with fragmented systems and diverse, 
divergent thinking. Data from the study may benefit individuals, teams, and institutional 
leaders by exploring new perspectives, the developmental mind-set stages (action-logics) 
of leaders, and the use of LM as a salient methodology for improving health care. The 
rationale for using the approach is to discover insights for improving institutional support 
for leaders and adviser-coaches who are charged with leading LM’s implementation. The 
study will also be used to discover potential integrations of adult developmental theory 
with ongoing clinician and leadership education and development in health care by 
showing how health care leaders construct meaning from the problems, situations, and 
relationships they experience while implementing change, which can inform instructional 
needs for future clinicians and leaders faced with complex improvement. 
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The insights of the proposed study may enable health care organizational leaders 
and leaders in other settings to configure their own improvement methods with adult 
developmental thinking, better understand the reasons behind LM’s success or failure, 
and enhance the applicability of adult development for improvement leadership and 
advising in health care institutions. Developing health care leadership capacity and 
perspective for meaning-making to be more in concert with the demands of health care 
improvement and change may be pivotal to the results sought by members of local 






The literature review will support the arguments that an opportunity exists to 
understand leaders’ developmental mind-set stage, as measured by their action-logic(s) 
within the implementation of LM in health care, and that the opportunity may inform 
institutional support, in line with LM’s strategic intent as a systemic intervention for 
improving health care. The support offered to leaders in an industry yearning for 
improvement and transformation is often limited by what is focused upon and sought to 
be understood. The majority of efforts analyzed have accelerated calls for action to close 
the so-called “quality chasm” in health care delivery, in which systems of care fail to 
deliver high quality and on which increasingly exorbitant amounts of financial resources 
are spent; moreover, the efforts focused on alignment of goals, interdisciplinary 
collaboration, and improvement initiatives themselves (Mitchell et al., 2016), rather than 
on individual leadership perspectives of the improvement experience. 
This chapter includes research and literature on LM in health care. LM in health 
care will be summarized because it has been a salient methodology employed across the 
health care industry to improve quality, patient outcomes, and employee engagement and 
to reduce costs over the past decade and offers content and context for understanding 
individual leadership perspectives of health care institutional improvement. While an 
outline of LM is provided, a large amount of research and literature has been excluded to 
focus on LM research within health care. 
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A review of constructive-developmental theory (CDT) will focus on research into 
leadership action-logics and correlated managerial and leadership effectiveness, which 
have not been a major focus within health care improvement. The benefits that the lens of 
CDT can provide to augment the transformation sought in health care and the role of 
leaders’ own meaning-making systems will be outlined. 
The chapter will conclude by presenting the conceptual framework of this research 
study, used to discover the strategic insight afforded by individuals as they lead LM 
implementation within an organization and a learning program.  
Introduction and Background of LM in Health Care 
Health care delivery systems function within hierarchical and networked 
organizational structures. How their processes fit together, operate, and sustain 
themselves are complex and often do not deliver immediate value to patients, their 
families, or the communities and regions where they exist. Value to patients is often 
understood as a function of quality, accuracy, costs, and customer experience. Hospitals 
and hospital organizations deliver value and support that delivery through health care 
delivery systems. Lead clinicians and administrators who are employed by such 
organizations are often placed or nominated into positions to lead process improvement 
teams in order to address complex challenges effecting the dearth of value and lack of 
effective current performance of a delivery system or a subsection or component of that 
system. Such individuals look to their institution for guidance when they are nominated 
into these positions of prominence, power, and responsibility, particularly with respect to 
how to lead improvement and change, what purview they have, and the existing protocols 
and methods sanctioned for improvement work. 
Many hospitals in North America have recognized vast needs for improvement. 
They are providing guidance to individuals and clinical departments within their systems 
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to enact improvement and change via sanctioning and by adhering to improvement 
methodologies and philosophies. LM is a popular example of this.  
Womack et al. (2008) popularized the term lean in their book The Machine That 
Changed the World. As a methodology and philosophy for improvement, LM is known 
by several synonyms, including Toyota Production System, Toyota Management System, 
Lean Manufacturing, Lean Production, and Lean Management System (Emiliani & Stec, 
2005). LM can be thought of as a customer-centric and resource-efficient framework or 
strategy for overall organizational transformation, whereby all work is designed to 
continually improve the creation and delivery of value to customers, and it prioritizes the 
flow efficiency of value to customers over internal redundancy or waste 
(D’Andreamatteo et al., 2015). 
LM has been traditionally applied to and is derived from the manufacturing 
industry (Womack & Jones, 2003), yet it is becoming increasingly prevalent in the health 
care industry (Berwick & Hackbarth, 2012; King, Ben-Tovim, & Bassham, 2006). 
According to popular LM writers Womack and Jones (2003), five principles are 
embodied in LM thinking: “precisely specify value by specific product, identify the value 
stream for each product, make value flow without interruptions, let the customer pull 
value from the producer, and pursue perfection” (p. 10). The passage shows the guiding 
principles of LM organizational behavior and methodological problem-solving. 
“Interruptions” are akin to problems that impede health care service delivery to patients 
and serve as triggers for which employees are to apply lean problem-solving methods 
where problems occur. Additional LM principles include solving problems via 
experimentation, a common set of tools, leadership support for employee problem-
solving, and seeking an organizational vision of perfection (Womack et al., 2003). 
Distinguishing between interruptions to the delivery of care and value for the 
patient, employee, institution, department, or system assumes continued learning about 
and direct practice with work processes as well as an understanding of customer 
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perceptions. It remains unclear whether administrative leaders or their employees are 
aware of the complexity this entails (Young & McClean, 2009). Furthermore, applying 
LM in health care can significantly pressure health care leaders to change their leadership 
styles and resource allocations by providing staff time and space to contribute toward 
improvement work, in a leadership style that has been associated with transformational 
leadership (Ballé & Régnier, 2007). These current barriers and factors to consider are of 
interest to the design of this study and have been discussed in theoretical reviews of LM 
in health care but have not been highlighted specifically from the vantage point of 
implementation leaders’ developmental mind-sets or action-logics. 
LM Research in Health Care 
Using the search terms lean health care, for studies published in the past 15 years 
found in three publication databases (Google Scholar, PubMed, and Education Resources 
Information Center), several literature reviews up to the year 2013 were found. They 
included common summaries of methodological applications of LM as an intervention 
and predominantly used the case study research method. 
The number of publications on LM in health care has grown annually across 
research databases and existing literature reviews (Brandao de Souza, 2009; Holden, 
2011; Radnor, Holweg, & Waring, 2012; Sloan et al., 2014; Young & McClean, 2009), 
which may indicate the increased presence of LM in health care worldwide, with many 
countries and health care organizations sharing concerns with and purposes to 
implementing LM health care based on quality, safety, patient experiences, rising costs, 
and on-time delivery of services. The health care institutions engaged in LM for change 
and improvement range from multipurpose and complex academic medical centers to 
local clinics and community health care practices (D’Andreamatteo et al., 2015). 
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Many health care administrators have been exposed to and have practiced LM to 
augment care to patients within their departments and institutions (Mazzocato et al., 
2010; Toussaint & Gerard, 2010; White et al., 2013). LM is often applied by teams of 
health care workers who have read or heard about the Toyota Production System 
(Mazzocato et al., 2010) and who would like to use it to close gaps and solve issues 
regarding how care is provided to their patients. Existing taxonomies (Brandao de Souza, 
2009; Burgess & Radnor, 2013; Poksinska, 2010) summarize the majority of LM 
implementations into health care as being process-centric, realizing short-term benefits 
and results, being carried out by clinicians and employees of departments within larger 
institutions, and utilizing different aspects of the overarching management system and 
principles derived from Womack and Jones (2003), the Toyota Production System, and 
seminal publications of LM in health care (Toussaint & Gerard, 2010; Womack & Miller, 
2005). Most applications are cited as being initiatives or projects lasting fixed periods of 
time, realizing short-term benefits and results (Hydes, Hansi, & Trebble, 2011; Kim, 
Hayman, Billi, Lash, & Lawrence, 2007; King et al., 2006; Persoon, Zaleski, & Frerichs, 
2006; Raab, Andrew-JaJa et al., 2006; Raab, Grzybicki, et al., 2006). The meaning of LM 
in health care has been shaped and reshaped over time, and it lacks a uniform definition 
today, as many institutions are applying pieces of the overall approach while others are 
leveraging LM principles for complete health care delivery and organizational 
transformation (Wickramasinghe, 2014). 
The similarities across LM implementations include leadership involvement, 
stewardship, and collaboration with front-line workers who directly care for patients as 
well as the use of three main phases: (a) documenting problems and gaps in processes 
and systems and their associated current conditions, including relevant performance 
measures; (b) creating an implementation plan, which often includes selecting an LM tool 
or countermeasure to address the problems and gaps; and (c) monitoring and adjusting 
the change (D’Andreamatteo et al., 2015; Sloan et al., 2014). The common 
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implementation method is referred to as an A3 report (Jimmerson, 2007; Sobek & 
Smalley, 2011) and serves as a guide, process, and tool for collaborative problem-solving 
(Jimmerson, 2007; Lee & Kuo, 2009). 
Various criticisms of LM in health care exist, including a publication bias that 
prefers favorable results (Joosten et al., 2009); the difficultly of reconciling high numbers 
of complicated activities occurring at one time as well as caregiver involvement in 
problem-solving (Ballé & Régnier, 2007); reliance on standardizing clinical care in 
nursing and medicine, as opposed to experience (Ballé & Régnier, 2007); and 
improvement efforts being aimed mainly at improving operational efficiency and only 
secondarily at the sociotechnical factors, while ignoring prevailing lines of social and 
formal organizational power (Hartzband & Groopman, 2016; Joosten et al., 2009; Waring 
& Bishop, 2010). The criticisms originated from theoretical discussions of LM by health 
care practitioners and researchers (Brandao de Souza, 2009; D’Andreamatteo et al., 
2015). 
When the primary focus of LM implementation has been systemic and institutional, 
LM in health care has shown successful and sustainable results, including in (a) creating 
performance systems to support daily improvement in hospital operations (Barnas, 2011), 
(b) refreshing rolling financial forecasts every quarter for increased accuracy and ease of 
budgeting processes (Toussaint, 2015a), (c) enhancing the movement and care of patients 
via communication systems within emergency services (Merlino et al., 2014), 
(d) reducing waiting times and excess inventory, (e) improving productivity in overall 
hospital care (Nelson-Peterson & Leppa, 2007), and (f) decreasing patient complications 
and infections in hospital wards through iterative learning cycles (Ballé & Régnier, 
2007). Examples of both short-term project success and systemic and sustained changes 
are cited as being successful using context-specific quantitative and qualitative 




Types of Publications Within LM Health Care Research 
Research into LM in health care can be categorized as (a) theoretical publications 
showing the reasoning behind applications and advertising the use of LM in health care 
without presenting concrete evidence about efficacy and as (b) case studies that are 
practice-based discussions used for reporting documented data on the implementation 
process and its outcomes (Brandao de Souza, 2009). Both categories informed the design 
of this study. The literature review focuses on case studies of LM interventions in health 
care delivery settings and excludes case studies involving clinical trials and biomedical 
research. 
Brandao de Souza (2009) further divided case studies of LM in health care into the 
following four categories: (a) manufacturing-like, (b) managerial and support, (c) patient 
flow, and (d) organization-wide. Manufacturing-like case studies occur in ancillary 
departments where staff members support the coordination of physical materials within a 
hospital. The manufacturing-like case studies involve production-like schedules and 
similarities to manufacturing facilities. Across the four categories of studies, LM is 
applied through one or several lean concepts or tools, such as the 5 S’s (sort, straighten, 
shine, standardize, and sustain; Manos, Sattler, & Alukal, 2006; Persoon et al., 2006) and 
just-in-time (Raab, Andrew-JaJa, Condel, & Dabbs, 2006). Managerial and support case 
studies refer to areas of the hospital where staff orchestrate the flow of information within 
the organization, such as in finance, medical scheduling, information technology, and 
other administrative departments and divisions. Comprising the bulk of implementations 
of LM in health care are patient flow case studies, in which researchers attempt to 
improve how patients are cared for across services and key process steps within hospital 
and health care settings by streamlining patient pathways. Brandao de Souza’s (2009) 
fourth category involves organizational case studies that emphasize the importance of 
designing a strategic and cultural plan from an institutional perspective to successfully 
  
23 
implement LM in health care. During the late 2000s, organizational case studies were a 
rarely published research approach. As of 2014, a growing number of theoretical and case 
study publications appeared, citing LM as a management system for use across health 
care institutions and organizations (Merlino et al., 2014; Toussaint, 2015b). This research 
review was delimited by further focusing on the organization-wide LM approach within a 
health care institution, as these studies more closely matched the context of this research 
study’s setting. 
Organizational Case Studies 
As of 2013, evaluations of organization-wide approaches remained rare 
(D’Andreamatteo et al., 2015). Organization-wide approaches to implementing LM in 
health care have been presented and documented in organizational case studies and are 
also known as organization-wide approaches, in which LM is embedded into the 
organization’s long-term strategic vision. Hallmarks of full LM implementation 
approaches include (a) employee development, (b) continuous process improvement and 
sustainability of change over short improvement gains, and (c) planned actions aimed at 
improving the whole organization’s performance (D’Andreamatteo et al., 2015; Radnor 
& Walley, 2008). In published studies using the organizational case study model, the 
reported results including (a) the presence of more process-oriented managers, 
(b) reduced costs, and (c) increased quality and stimulation of employees to become 
active problem solvers and to work using collaborative team-based approaches 
(Niemeijer, Trip, de Jong, Wendt, & Does, 2012; Toussaint, 2009). Proponents of 
organization-wide approaches discuss LM as a journey to excellence and recognize 
organizational culture, employee problem-solving, and team behaviors as markers of 
success. Widely cited examples of the organization-wide approaches to LM include 
Virginia Mason Medical Center in Seattle, Washington (Womack & Miller, 2005); 
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Thedacare Healthcare Organization in Appleton, Wisconsin (Toussaint, 2009); New York 
City Health and Hospitals (Merlino et al., 2014); and the National Health Service’s 
Hospital Trust in the United Kingdom (Wright & McSherry, 2014). 
Reports of institutional leaders using the organization-wide approach to LM in 
health care discuss LM principles as being foundational to success. The principles of LM 
include the five principles of lean outlined by Womack and Jones (2003) and the seminal 
writers and translators of the Toyota Production System, as well as the 14 principles 
derived directly from the Toyota Production System (Clark, Silvester, & Knowles, 2013; 
Liker, 2004) and the two common principles of continuous improvement and respect for 
people. Proponents of continuous improvement focus on tools and methods, such as A3 
problem-solving, and proponents of respect for people focus on leadership behaviors and 
institutional practices, which must be consistent with efforts to create value for end-use 
customers (Emiliani & Stec, 2005). 
In a multiple case summary, Management on the Mend: The Healthcare Executive 
Guide to System Transformation, Toussaint (2015a) advocated for creating and utilizing a 
central improvement office or team within the institution seeking to apply LM across 
itself. The central office is to comprise individuals with extensive experience with LM, 
who serve as trainers, advisers, and coaches to managers and leaders implementing LM. 
Toussaint (2015b) described the purpose of this office as being to facilitate and develop 
LM principles and teach them to leaders as well as to support an organizational culture of 
continuous improvement. 
The principles used to design improvements and plans for institutional change are 
comparative and sometimes contradict specific and isolated tool-based approaches to 
LM, which tends to result in short-term improvement, often summarized as being 
unsustainable (Radnor et al., 2012). Proponents of the organization-wide approach to LM 
discuss management and institutional improvements as being principle-based, but few 
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institutional administrators have been successful with the wide approach. Theoretical 
reviews have indicated why this might be the case (see Figure 2).  
 
The 14 principles that form the basis of the Toyota way, as used in system-wide approaches to 
LM in health care 
Principle 1: Base your management decisions on a long-term philosophy, even at the expense 
of short-term goals. 
Principle 2: Create continuous process flow to bring problems to the surface. 
Principle 3: Use pull systems to avoid overproduction. 
Principle 4: Level out workloads. 
Principle 5: Build a culture of stopping to fix problems, to get quality right the first time. 
Principle 6: Standardized tasks are the foundation of continuous improvement and employee 
empowerment. 
Principle 7: Use visual control so no problems are hidden. 
Principle 8: Use only reliable, thoroughly tested technology that serves your people and 
process. 
Principle 9: Grow leaders who thoroughly understand the work, live the philosophy, and teach 
it to others. 
Principle 10: Develop exceptional people and teams who follow your company’s philosophy. 
Principle 11: Respect your extended network of partners and suppliers by challenging them 
and helping them improve. 
Principle 12: Go and see for yourself, to thoroughly understand the situation. 
Principle 13: Make decisions slowly by consensus, thoroughly considering all options, in order 
to implement decisions rapidly. 
Principle 14: Become a learning organization through relentless reflection and continuous 
improvement (kaizen). 
 
Figure 2. The 14 principles of Toyota 
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Theoretical Reviews of Lean Management in Health Care 
Theoretical reviews are written as reflections from and by practitioners and 
researchers of LM in industry and health care (D’Andreamatteo et al., 2015). The experts 
highlight the best practices, success factors, and barriers and challenges they experienced 
or that are likely to occur when implementing LM. Authors of theoretical papers may not 
see the global and institutional phenomena within LM’s implementation in the same way. 
Correspondingly, the managers and leaders they indicate to have misunderstood LM 
practices and principles may not see things the same way, either. In a comparative and 
evaluative discussion on why most LM organization-wide approaches achieve modest 
results despite years of effort, Emiliani and Stec (2005) pointed to managers’ descriptions 
of LM as tool-based improvement, as opposed to a principle- and behavioral-based 
understanding, which is desired and found to be more successful. 
Within the LM theoretical literature, barriers to health care applications and 
improvements have included the (a) receptivity of LM among staff; (b) the complexity of 
the adoption process (Machado & Leitner, 2010); (c) best practice sharing (Morrow, 
Glenn, Maben, & Griffiths, 2012); (d) the complexity of clinical processes (Mazzocato 
et al., 2014); (e) problems in defining value for multiple customers (Grove, Meredith, 
MacIntyre, Angelis, & Neailey, 2010); (f) a paradigm shift away from manufacturing 
products toward managing services, focusing on the end-user rather than on internal 
efficiency (Radnor et al., 2012; Osborne & Radnor, 2013); and (g) a lack of readiness for 
a “generative” state, in which the organization’s administrators promote an organization-
wide, self-sustaining approach characterized by constant improvement (Radnor, 2011). 
The conceptual framework of this study will be used to explore the barriers experienced 
by implementation leaders within an organization-wide implementation of LM, how they 
approach the barriers, and their understanding of LM, as offered by their descriptions and 
applications of LM projects within the organization. The unknown is how various adults 
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at various stages of development, as measured by their action-logic, describe and 
implement LM. Existing research suggests that later stages and action-logics of adult 
development understand and implement LM as being more principle- and behavioral-
based and more in line with what is sought after from a literature review of LM in health 
care; however, this has not been confirmed. Researchers who delve into the influence of a 
leader’s action-logic have shown that individuals with more advanced action-logics are 
more skilled at recognizing and managing more complex organizational problems and 
with engaging and inquiring with other employees (Fisher & Torbert, 1991; Rooke & 
Torbert, 1998). 
Adult Development, Constructive-Developmental Theory, and Action-Logics 
As a field of study and practice, adult development involves changes over time as 
adults ages 22 and older adapt to new priorities and expectations associated with the life 
course (Merriam, Caffarella, & Baumgartner, 2012). Adult development seldom occurs 
quickly, and it often occurs over time in response to a mismatch between an adult’s way 
of making meaning or the person’s meaning-making system and the environment he or 
she inhabits. 
Developmental mind-sets are relatively fixed meaning-making systems that adults 
use to make sense of their environments and decide on courses of action. Across the life 
span, various and increasingly complex systems of individual meaning-making can be 
learned and used to make sense of the world. In adulthood, as in adolescence and 
childhood, these cognitive systems influence people’s thinking, actions, and behaviors as 
they make sense of information in their environments and in the objective world. A toy 
on a table, a menu at a restaurant, and an idea on a Post-it note in a break room are all 
examples of objective environmental information that adults can interpret differently, 
depending on their meaning-making systems or developmental mind-sets. Developmental 
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mind-sets have been codified and categorized. Using a literature review of research with 
representative samples of organizational leaders as well as members of educational 
development program populations over the past 30 years involving developmental theory 
(Cook-Greuter, 2004) and constructive developmental theory (CDT) (Kegan, 2009), 
several key studies show the relationship between leadership effectiveness and meaning-
making. Limited research exists in which researchers consider the integration of adult 
developmental theories with LM in health care; therefore, the current literature review 
involves developmental theory overall and highlights leadership applications for 
organizations. 
Developmental theories posit that meaning-making systems or developmental 
mind-sets can be classified along a developmental spectrum or stage model of 
development (McCauley et al., 2006). CDT has conceptual roots in child development 
(Piaget, 1954), moral development (Kohlberg, 1969), and ego development (Loevinger, 
1976), and has been applied to leadership within organizations for about 30 years. 
McCauley et al. (2006) summarized research into CDT and leadership by highlighting 
how a leader’s stage or order of development can impact his or her leadership 
effectiveness. Across developmental theories, studies, organizations, and time, leaders in 
later stages have been found to be increasingly effective in organizations and in 
managing organizational change. 
Within developmental theories, the three broad leadership stages or orders of 
development are classified as (a) dependent, (b) independent, and (c) interdependent. 
Mental complexity within and across each stage increases with age (Kegan, 2009), and 
older adults tend to possess more expansive orders of development than younger adults. 
Each mind-set stage includes its current way of knowing and making sense of the world 
and the meaning-making system and capacity used to interpret experience from the 
previous stage. CDT is constructive because it considers the constructs and 
interpretations an individual ascribes to experience, and it is developmental, in that the 
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individual’s meanings become more complex over time, given the appropriate support 
(Drago-Severson, 2008). Developmental mind-sets tend to evolve from simple to 
complex, from static to dynamic, and from egocentric to sociocentric to world-centric. 
Although people may use several perspectives throughout the day, they tend to prefer 
responding spontaneously with the most complex meaning-making system they have 
mastered, which is also called a person’s center-of-gravity or central tendency (Cook-
Greuter, 2004). 
Institutional researchers note the significance of one’s immediate environment for 
development (Kegan & Lahey, 2010), and environments like mental systems can vary in 
complexity. Within stages theories of adult development, complexity refers to the 
capacity to (a) notice more nonlinear and unpredictable relationships within oneself and 
(b) between and across people, places, and things as well as (c) interacting systems of 
knowledge, organization, and production. An adult’s meaning-making system influences 
the likelihood of him or her noticing institutional inconsistencies or contradictions within 
an organizational system; the more complex the mind-set is, the more likely a person is to 
notice institutional issues that may spur change (Voronov & Yorks, 2015). With more 
complex and later mind-set stages, an individual possesses more capacity to regularly 
consider a range of “territories of experience” leading to a likelihood to consider wider 
and more diverse perspectives and frames of reference. Organizational, leadership, and 
educational scholars (Kegan & Lahey, 2009, 2010; Yorks & Nicolaides, 2012) are 
increasingly observing the rising complexity of organizational, industry, and business 
landscapes with such things as globalization and information technology as well as a gap 
between leaders’, managers’, and associates’ internal mental complexity. 
Robert Kegan (1994) relayed how complex situations may not make sense and can 
contribute to a sense of confusion among adults in organizations. The typical 
organizational-educational response to this confusion is to train leaders in new skills, but 
this has not and typically does improve the manager’s effectiveness (Cook-Greuter, 
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2004). Developmental leadership scholars distinguish between lateral growth (schooling 
and training) and vertical growth. Vertical growth refers to how people learn to see the 
world through new eyes, change their interpretations of experiences, and transform their 
views of reality. Lateral growth is typically found within institutional training and 
education, yet vertical growth is rarer (Cook-Greuter, 2004). Research findings support 
experiential learning curricula developed with both lateral and vertical development 
components as being powerful aids in preparing adults to address complex work-related 
challenges (Spence & McDonald, 2015). Strong cross-cultural support exists for the 
notion that if leaders vertically develop at all, they will do so sequentially across orders 
and stages of development (Cook-Greuter, 2004). 
Sequential Stages of Development 
Researchers have given adult educators an understanding of how to facilitate and 
support vertical growth in adults to better match their meaning-making system with 
leadership situations in schools and institutions. The developmental and educational 
practices that correspond to developmental mind-set stages include (a) participating in 
teams, (b) mentoring relationships, (c) sharing perspectives about work and policies, and 
(d) embracing alternative opposing points of view (Drago-Severson, 2008; Drago-
Severson & Blum-DeStefano, 2014; Kegan, 2009; Kegan & Lahey, 2010). Kegan (1994) 
refined three orders of adult development into five stages of consciousness across the life 
span as follows: Stage 1: the impulsive mind; Stage 2: the instrumental mind; Stage 3: the 
socialized mind; Stage 4: the self-authoring mind, and Stage 5: the self-transforming 
mind. Stages 1 and 2 are very rare in adulthood because adults tend to vertically grow 
beyond these stages before age 22, as measured by the Washington University Sentence 
Completion Test (WUSCT) and the Subject-Object Interview (SOI), two psychometric 
tests of an adult’s developmental stage and mental complexity (Kegan, 2009). 
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Two large meta-analyses using either the WUSCT or the SOI measured 8% to 14% 
of the generalized population to be at Stage 3 (socialized mind), 34% to 35% at Stage 4 
(self-authoring mind), and < 1% at Stage 5 (self-transforming mind). The remainder of 
the population members were ranked as being in transition, with 32–37% between 
Stages 3 and 4 and 6–7% in transition between Stages 4 and 5. Similarly, leadership 
study researchers have assessed developmental mind-sets and evaluated their 
effectiveness and performance, finding that leaders with more advanced developmental 
mind-sets were correlated with both heightened effectiveness and performance increases 
(Britt, Adler, & Bartone, 2001; Eigel, 1998). 
Analysis of adults’ meaning-making systems has led to the further categorization 
of stages or orders of development into eight leadership action-logics (Rooke & Torbert, 
2005; Torbert, 2013). They are referred to as stages of action-logics because they focus 
on how leaders tend to reason and behave in response to their experience. The eight 
action-logics are descriptive of the leader’s mental system or mind-set and are organized 
by the three orders of development: (a) for the dependent tier, opportunist and diplomat; 
(b) for the independent tier, expert, achiever, and redefining; and (c) for the 
interindependent tier, transforming, alchemical, and ironic. Kegan’s five stages of 
consciousness (Kegan, 1994), the three orders of development summarized by McCauley 




Figure 3. Vertical development stages 
Research on Leaders’ Action-Logics in Organizations 
The Global Leadership Profile (GLP) (Torbert, 2013) was developed and modeled 
after similar sentence completion tests, including the Loevinger Sentence Completion 
Test (SCT) and the Washington University Sentence Completion Test (WUSCT), as a 
cogent way to measure the leadership action-logic(s) that characterize individuals and 
their work with others. The GLP consists of 30 sentence stems, which are completed by 
the subject, and requires approximately 1 hr to complete. Then, GLP scorers code the 
responses for evidence of complexity. 
Using a prior version of the GLP, the Leadership Development Profile, a 
statistically significant difference was found in managerial performance between 
independent order action-logics and later interindependent action-logics (Fisher, Merron, 
& Torbert, 1987; Fisher & Torbert, 1991). Leaders with later interindependent action-
logics are more likely to (a) reframe presenting problems and constraints, (b) recognize 
diverse frames or action-logics in others, (c) deliberately seek to create a shared vision, 
(d) use a collaborative inquiry process in implementing solutions, and (e) spot 
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incongruities among their own territories of experience, such as between what they are 
advocating for and what they actually do (Herdman-Barker & Torbert, 2011). 
Action-logics and developmental theory are hierarchical in nature, but that does not 
imply that one stage is necessarily better than the next, unless implicit and explicit 
demands of an environment, organization, and work-related responsibilities call for later 
capacities than one currently has, such as the understanding and practice of an 
improvement framework as being principled and behaviorally based. Individuals with 
later action-logics (transforming and alchemical) are increasingly effective at balancing 
different forms of power to accomplish tasks that include both the individual’s and the 
organization’s interests (Torbert, 2013). Earlier action-logics generate relatively simple 
mental maps with distinct, independent categories, and the later, more advanced action-
logics generate more complex mental maps with systems-oriented, interdependent 
categories. Torbert (2006) coined the term action inquiry to describe a practice that 
facilitates vertical growth in individual managers and leaders.  
Viewing human and organizational behavior from a human development point of 
view, Rooke and Torbert (1998) investigated the developmental phases of 10 
organizations and their senior leaders. Four consultants recounted their experiences 
supporting each organization’s organizational development (OD) efforts and each 
organization’s senior leadership team over an average span of 4 years. The results 
showed that chief executive officers (CEOs) at the stages of development necessary to 
recognize multiple ways of framing reality and who supported OD initiatives and 
interventions with mutual and voluntary participation were most successful at changing 
and transforming their organizations to be successful in the marketplace, given measures 
of business success (Rooke & Torbert, 1998). Among the 10 organizations studied, seven 
transformed in positive directions. Five of the successful transformations were correlated 
with the CEOs being at the transforming stage, as measured by the Washington 
University Sentence Completion form. Interestingly, in all five successful cases, the 
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CEOs and the consultants working with them shared the same action-logic. The studied 
organizations that were unsuccessful in their efforts to transform had CEOs at the 
pretransforming stage. The remaining two successful organizations also had CEOs with 
the pretransforming worldview, yet the differentiating factor appeared to be the extent to 
which the CEOs embraced input from their consultants and team members. In the 1998 
study, the transforming stage of development appeared to be a pivotal point for 
organizational development. 
Approximately 4% of managers measured by the GLP are at the transforming stage 
of development, and these managers have been shown to create organizations of 
collaborative inquiry (Rooke & Torbert, 1998; Torbert & Fisher, 1992). Qualities found 
in the transforming mind-set include the exercise of mutual inquiry, vigilance, and 
vulnerability in both the short- and long-term as well as awareness that what an 
individual sees depends on his or her worldview. 
In a study about a leadership curricula integrated with vertical development, 
Torbert and Fisher (1992) highlighted the importance of autobiographical awareness, 
self-inquiry groups, and means for development toward later action-logics, such as the 
transforming action-logic. The study involved following MBA students and an alumni 
group within a consultative course, which both practiced self, self–group, and collective 
group inquiry formats. Torbert and Fisher (1992) studied the development of the 
transforming stage in conjunction with the previous stages and their characteristics. The 
course included work on developing three types of feedback and territories of awareness. 
The study participants moved up several stages of development, largely through 




Stance Toward Ambiguity 
Different organizational situations and contexts can cause individuals to respond 
and react with different action-logics (McCallum, 2008; Nicolaides, 2008). For instance, 
in situations of challenge and ambiguity, individuals can respond with an earlier action-
logic, and during times of sensed relative normalcy, individuals can operate with a later 
action-logic, in a phenomenon referred to as fallback (McCallum, 2008). Further, an 
individual’s stance toward ambiguity is indicative of his or her action logic (Nicolaides, 
2008); whereas individuals with postconventional action-logics see creativity and 
potential, those with conventional action-logics seek avoidance.  
Action-Logics and Lean Management in Health Care 
In a literature review on action-logics in health care management, no studies 
applied action-logics to leaders implementing LM to augment implementation work or to 
help understand the support offered to leaders toward applying the LM improvement 
approach as being principled and behaviorally based. Therefore, the conceptual 
framework I use in this study is intended to close that gap by leveraging an organization 
applying large-scale LM in health care in this way, where individual leaders have been 
nominated into a learning program revolving around their application and leadership of 
LM locally.  
Conceptual Framework 
Organization-wide implementation approaches to LM in health care often require 
leaders who possess and act with characteristics of late-stage action-logics. If these 
leaders exist, do they act consistently with their stage of development in applying LM? 
LM leadership is principle- and systemically based, involving employee coaching and 
development, collaborative decision-making, a commitment to self-development, and the 
encouragement and enablement of organizational learning (Poksinska, Swartling, & 
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Drotz, 2013). Table 1 summarizes the characteristics of late action-logics as compared to 
the LM leadership traits desired within an organization adopting the philosophy. 
 
 
Table 1. Action-logics as Compared to LM Leadership Traits 
 
Interdependent Action-Logics: Redefining, 
Transforming (Herdman-Barker & Wallis, 2016) 
LM traits for leaders within an organization 
adopting the philosophy (Poksinska et. Al., 2013) 
Redefining 
• Distinguishes outcomes from the processes 
• Focused on creativity and challenge in teams and 
projects 
• Challenges societal and organizational norms 
• Chooses inquiry over advocacy 




• Strategically timely action 
• Principled contributor 
• Collaborative and tolerant of differences 
• Long-term planner 
• Enhances others’ competence 
• Innovative 
• Conscious of complexity 
 
• Process & system orientation 
 
• Stimulates employees to become active problem 
solvers and work using collaborative team-based 
approaches 
 
• Continuous improvement and sustainability of 
change over short improvement gains 
 
• Collaborative decision making 
 
• Supports employee development 
 
• A principle- and behavioral-based understanding 
of organizational phenomena  
 
Perhaps only a minority of improvement leaders will have reached a stage of 
development compatible with the expectations placed on them to lead LM improvement 
within a complex and dynamic industry and organization. Leadership expectations of LM 
include changing how a leader communicates with workers, disseminating decision-
making to the people closest to the work, and entrusting them with greater responsibility 
and authority through active participation in workplace improvement (Toussaint, 2015b). 
The health care industry is rife with uncertainty and complexity; thus, the improvement 
work in health care organizations may need to establish a baseline of developmental 
leadership to successfully navigate the landscape of improvement work guided by LM 
methodologies and principles. 
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The current contentions of LM in health care revolve around relative short-term 
successes of LM implementation and sparse success in organization-wide approaches. 
Critics contend that current implementations of LM in health care have focused on the 
technical tools without understanding the principles and assumptions of LM, and that 
health care organization leaders struggle to mimic, recreate, or create the organizational 
underpinnings of empowerment when implementing LM locally and cross-functionally. 
The contention of this research will be that adult stages of mental complexity, as 
represented by assessed action-logics, can be leveraged to understand the perspectives of 
those leading LM implementations in health care, particularly how they approach 
practitioner–leadership challenges, the actions they take, and the insights their 
perspectives lend to strategy implementation. Six practitioner factors of LM in health 
care are (a) receptivity to LM among staff; (b) the complexity of the LM adoption 
process (Machado & Leitner, 2010); (c) best practice sharing (Morrow, Glenn, Maben, & 
Griffiths, 2012); (d) the complexity of the clinical processes needing improvement 
(Mazzocato et al., 2014); (e) problems in defining value for multiple customers (Grove, 
Meredith, MacIntyre, Angelis, & Neailey, 2010); and (f) a lack of readiness for a 
“generative” state, in which the organization’s administrators promote an organization-
wide, self-sustaining approach characterized by constant improvement (Radnor, 2011). 
These factors can be investigated in this study due to the practitioner-oriented nature of 
the participants and organizational setting.  
Uncertainty and complexity thrive and are increasingly commonplace within the 
health care industry due to aspects such as globalization, the politicization of social 
welfare institutions, the increased presence of technology in the patient and employee 
experiences, and advances in medical care and diagnosis. An understanding of a leader’s 
action-logic, as measured by the GLP, and his or her experience leading LM 
improvement work within a health care organization by following an organization-wide 
approach to LM can provide significant benefits, especially when approached from the 
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vantage points of individuals leading the improvement of subsections or value-streams 
within the organization’s overall health care delivery system, and when these individuals 
are measured at later stages of development.  
Foundationally, LM in health care is complex and tends to be viewed from 
different perspectives by different people, which can translate into an approach to 
understanding what LM is and how it should be implemented. Therefore, for example, 
somebody with an expert action-logic is likely to see LM as largely process 
improvement, versus one with an achiever action-logic viewing LM as a structured way 
to cut costs and thus improve profitability, and one with a redefining action logic may 
consider it in as many perspectives as possible. Perhaps only those with the redefining 
and transforming action-logics are capable of seeing the purpose of LM and its entire 
complexity and thus design implementation strategies that not only address varying 
factors of the health care context but also create complex new systems and see 
opportunities for all levels of the hospital and beyond. Those with the alchemist action-
logic can see and act on the company’s system interaction with other systems in an even 
broader context, yet this action logic is relatively rare and may not be found among this 
study’s research participants.  
The capacity to take on one’s own and others’ broader perspectives is arguably 
crucial for LM in health care and has been researched within the context of leadership 
and change (Fisher et al., 1987; Fisher & Torbert, 1991; O’Loughin, 2014; Rooke & 
Torbert, 1998). The degree of perspective granularity or developmental action-logic 
complexity that fits best with implementing LM, as a systemic, principle- and 
behaviorally based approach to health care improvement, is unknown. Yet, this is 
important to know in an institution and training program applying the organization-wide 
approach to LM in health care because it can allow for more appropriate coaching and 
leading support for these leaders.  
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Researchers of LM literature have posited that a leader’s role is to develop 
associates or front-line employees into independent problem-solvers. With a 
developmental lens, this can be interpreted as the expectation to function in an 
organization with a later action-logic than that of an expert. Improvement leaders in 
health care are often clinicians and experts in their field who have primarily learned 
professional autonomy through their education and practice (Wrenn, 2015). Research 
within organizations has found that at least 37% of managers operate from the expert 
action-logic, along with 30% from the subsequent achiever action-logic (Bradbury & 
Reason, 2014). Conceptually, this research is aimed at exploring how action-logics 
function in and are used to implement LM within care delivery in a hospital setting. The 
assumptions are that both independent and interdependent action-logics will be found and 
the majority will have achiever, redefining, and transforming action-logics due to the 
education, experience, and leadership roles involved in implementing LM within the 
organization of interest.  
Improvement leaders’ action-logics will strongly dictate what they notice, describe, 
reflect upon, and ultimately take action upon. As an industry overall and within care 
delivery in hospital settings locally, it is important for leaders to focus on the most 
complex problems because they are often unseen and have not been solved in the past, as 
evidenced by the lack of overall industry improvement in health care, despite consistent 
national calls to action.  
When individuals are explicitly leading improvement projects across a 9-month 
training program designed to follow the A3 problem-solving format, will there be 
common problems associated with LM implementation across improvement leaders? 
How will various leaders respond, and with which action-logics? Do certain leaders 
describe and utilize LM methods, tools, behaviors and concepts differently? What factors 
of LM in health care do they notice and respond to? In what ways? The results of GLP 
assessments and experiences by improvement leaders can be fed back into the 
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organization’s learning and development system for increased understanding of the types 
of individual developmental supports needed and how adult developmental theory overall 
may complement LM and the overall organization-wide and project-based approaches to 
LM.  
Leaders’ descriptions of events within the program could match or not match their 
assessed mental complexity via the GLP at points during their LM implementations. 
Could LM within this context be limiting mental complexity? Torbert (2008) observed 
that different contexts require different action-logics. Therefore, at what points in the LM 
implementation process do different action-logics appear within improvement leaders? 
For instance, the achiever action-logic may fit well with the results sought, in terms of the 
project timeline and nuanced use of new concepts, but less so with regard to working 
with, motivating, and teaching others. The latter may fit better with aspects of the 
redefining and transforming action-logics, which include qualities of mutual inquiry, 
purpose, strategy feedback, and mutual use of power. The conceptual framework of the 
study is shown in Figure 4. 
In conclusion, several salient factors will be leveraged within the study design, 
including (a) a lack of attention on individual project leaders’ perceptions and 
experiences; (b) the presence of an organization-wide approach to LM in health care 
along with associated institutional program support for improvement leaders 
implemented via an advanced learning program; and (c) the presence of an embedded 










RQ1: How do improvement leaders in an academic health care organization describe the implementation experience of LM? 







Hospital, organizational, and institutional complexity
Demographic growths
Uncertainty of quality and outcome of care
Increased propensity for disease and need for population 
health management
National economic needs for cost control




Individual interpretations of 
methodology, experience, 
and actions and experience 
of improvement
Academic Health Care Organization
Individual leaders placed into positions of 
responsibility to lead improvement projects 
within focus areas of healthcare
Research Participants
 
Figure 4. Conceptual framework 
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Table 2. Summary of Rooke and Torbert’s (2005) Action-Logics 
Action-Logic Focus of Awareness Interpersonal Style Relationship to Power 
Diplomat Getting it “right.” Routine tasks, 
avoiding conflict with the in-
group. 
Imitates group behaviors. 
Cares for and supports 
members of the in-group. 
Defers to the power of 
high-status individuals. 
Obeys the rules.  
Expert Accuracy, craft mastery, data. 
Immediate domain, department, 
project.  
Identifies well with 
others at similar levels of 
mastery. Expects others 
to show commitment to 
craft mastery. Struggles 
with team work. Can be 
competitive.  
Power rests in personal 
knowledge and external 
authority. Places high 
value on rational rules 
and regulations.  
Achiever Organizational and personal 
objectives. Results oriented. 
Setting priorities. Life balance. 
Learning from experience and 
from others.  
Balances goal orientation 
with interrelationships. 
Conscious of the 
importance of 
communication. Aware 
that reasons underlie 
behaviors. 
Advocates across power 
structures. Delegates 
safety; values teamwork. 
Maintains personal 
authority and status.  
Redefining Organizational and personal 
ethics. Distinguishing outcomes 
from processes. Relativistic 
perspective. Creativity and 




opportunities for both 
independent and group 
work. Chooses inquiry 
over advocacy.  
Seeks mutual power. 
Authority through 
influence and persuasion. 
Challenges societal and 
organizational norms. 
Transforming Developing a shared vision of 
the need for major, 
transformational shifts in 
personal, team, or 
organizational systems. Places 
high value on individuality and 
unique market niches. 
Recognizes the importance of 
principles for making decisions.  
Collaborative; combines 
advocacy with inquiry. 
Process and goal 
oriented. Self-discloses, 
supports others, and sees 
the humor in situations.  
Creative at conflict 
resolution. Recognizes 
the limits of unilateral 
power. Experiments with 
vulnerable, mutually 
transforming power and 
with blending types of 
power.  
 





The study explores the leadership developmental stages represented by the research 
participants’ assessed action-logics, their corresponding perspectives, and their 
experiences leading improvement work via LM within an academic health care 
organization and its training program, which is supported by an organization-wide 
approach and the endorsement of LM to improve health care delivery. Action-logics 
represent improvement leaders’ developmental stages and meaning-making systems. A 
leader’s developmental stage can translate into how an implementation problem and/or 
factor of LM in health care (FLMH) is perceived, if it is noticed, and how it is addressed. 
The research is aimed at discovering how LM implementation experience varies as a 
function of improvement leaders’ action-logic and how the participants describe LM 
through their leadership of LM-based implementations within an institution and a training 
program adhering to LM. The overarching purpose of the study is to explore the 
possibility of integrating stage theories of adult development with LM to enhance LM as 
a systemic principle-based approach to health care improvement.  
This research involved soliciting voluntary participants from a LM Black Belt 
training program, lasting 9 months; eliciting the participants’ descriptions of the 
challenges they faced and the actions they took during their LM implementations; and 
assessing their action-logics. The two main research questions addressed were: 
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RQ1. How do improvement leaders in an academic health care organization 
describe the implementation experience of LM? 
RQ2. How, if at all, does the experience of LM in health care vary as a function of 
the improvement leader’s action-logic? 
Study Design 
The experiences of individual research participants were collected via in-person 
interviews conducted in close correspondence with the three main phases of the LM A3 
problem-solving format: 
 Phase 1: Identifying, confirming the project, selecting team members, setting 
goals, and collecting and analyzing current condition information 
 Phase 2: Designing countermeasures and implementation plans 
 Phase 3: Sustaining and monitoring changes 
During the interviews, the participants were asked to discuss their experiences as 
project leaders in the organization, with their projects, and within the LM training 
program as well as to provide examples of their experiences, challenges, and barriers and 
the strategies they used. To provide answers to the central research questions, the 
participants’ descriptions were analyzed to discover themes of actions and concepts 
associated with six FLMHs, as listed in Table 3. 
The research investigated how LM is to be applied as a systemic and principle-
based approach for improving health care delivery in the context of an internal training 
program within a health care organization applying LM. This qualitative case study 
followed the volunteering implementation leaders from within the training program as 





Table 3. Factors of LM in Health Care 
 
Factors of LM in health care (FLMHs) Description 
Receptivity of staff (RS) Willingness of department/hospital staff to 
engage with improvement work and LM 
Complexity of the LM application process 
(CLM) 
Working with A3 problem-solving methods 
and LM philosophies and principles 
Learning best practices (L) Experience and insights for their own learning 
and that of the team and/or organization 
Problems defining benefits for all (PDB) Stakeholders and customers of the work unable 
to participate due to other commitments or lack 
of understanding of need 
Complexity of the process or system needing 
improvement (CPS) 
Experience of the clinic(s), department(s) 
and/or hospital(s) as involving many factors 
and variables 
Organizational-institutional state (OIS) Lack of readiness for a “generative” state, in 
which the organization’s administrators 
promote an organization-wide, self-sustaining 
approach with improvement as a constant 
characteristic 
 
The participants’ LM implementations and experiences are described and 
compared to provide insight into LM strategy and developmental stage theory in this 
context. The training program included adherence to the A3 LM problem-solving format 
for implementing improvement (see Appendix A). Qualitative interviews were recorded 
and transcribed at three key points throughout the program to describe the challenges and 
factors the participants experienced with implementing LM, what actions were taken, and 
how changes were implemented.  
A distinctive need for this case study research arose out of its purpose of 
understanding complex social phenomena from the points of view of leaders as they went 
about with implementing LM in targeted projects within a health care organization. An 
exploratory case study was selected based on the following three factors: (a) the nature of 
the research questions, (b) the contemporary nature of the organization’s work and 
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participants’ project work, and (c) the lack of need for researcher control over behavioral 
events within the research scope (Yin, 2013). 
Areas of Research Information 
LM in health care is complex and tends to be viewed from different perspectives by 
different people, which can translate into an approach to what LM is and how it should be 
implemented. The research is intended to view LM implementation from implementation 
project leaders’ perspectives and to discover the following areas of information, each 
highlighted by research question: 
RQ1. How do these improvement leaders describe the implementation experience 
of LM? 
The participants’ descriptions of their LM implementation experiences were 
collected across three LM phases and three in-person interviews for each participant. This 
was facilitated by transcribed narrative responses to the three qualitative interviews (see 
Table 4). Utilizing interviews was recognized an effective method for getting people to 
discuss their personal opinions and experiences (Mack, Woodsong, MacQueen, Guest, & 
Namey, 2005). 
 
Table 4. Description of the Implementations of LM 
 
Description of the 
implementation of LM 
Phase 1 (identifying, 
confirming the project, 
setting goals, collecting 
and analyzing current 
condition information) 




Phase 3 (sustaining 
changes) 
Project number 





Interview and qualitative 
analysis of responses 
Interview and qualitative 
analysis of responses 
Interview and qualitative 




RQ2. How, if at all, does the experience of LM in health care vary as a function of 
the improvement leaders’ action-logic? 
To answer and analyze this question, the following demographic information was 
requested from each implementation leader participant: (a) position in the organization, 
(b) years of experience with LM, (c) clinical or administrative area of practice, and 
(d) developmental mind-set, as measured by the GLP, the psychometric sentence 
completion assessment specific to action inquiry and action-logics. The GLP was 
administered in conjunction with Global Leadership Associates (2017), and the sentence 
stem analysis it provided was used to determine the action-logics of the study participants 
by randomly assigned study participant numbers. The participants completed the 
assessment when convenient in their schedules during the 9-month learning program. 
Table 5 summarizes information about the research participants. 
 
Table 5. Research Participant Information 
Participan
t identifier 


















2–3 years Palliative care Redefining 
55 Clinician 2–3 years Pain management Redefining 
28 Manager 2–3 years Information services Achiever 
40 Senior executive 4–5 years Patient experience Achiever 
21 Senior executive More than 7 Facilities Redefining 
3 Director 2–3 years Information services Achiever 
30 Manager 6–7 years Patient safety Achiever 
5 Director 2–3 years Employee retention Redefining 




80 Senior executive 4–5 years Behavioral health Redefining 
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15 Quality improvement More than 7 Patient care Achiever 
37 Manager 5–6 years Information services Redefining 
8 Clinician  1–2 years Emergency care Achiever 
 
Overview of Research Design 
The research design consisted of a qualitative case study using strategies to chart 
dynamic social and meaning-making processes. It followed a step-by-step format, 
beginning after the training program had started, and it was designed to have minimal 
impact on the program’s operations (see Figure 5). 
 
 
Figure 5. Data gathering steps 
 
Regardless of participation in the study, the population of interest was able to 
complete their training program and improvement project work relatively undisturbed. 
The following steps are outlined in Figure 5 and ran concurrent with the data gathering 
using a recording device, a developed coding matrix, and a journal of research 
experiences used to hypothesize the action-logic(s) of each study participant during and 
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after the interviews, as a way to test my cognizance of the participants’ action-logics and 
to assist with trustworthiness of the data. 
Step 1. To inform the populations of interest, the research proposal was presented 
to a session of the training program. This step served as a way to refine the conceptual 
design of the study and raise awareness about the possibility of adult developmental 
insights being applied to LM within an organization-wide approach to LM and of 
providing institutional support to future trainees. 
Step 2. Participation was solicited voluntarily and affirmed through a signed 
informed consent form (see Appendix B) submitted to me. The participants were not 
coerced to join the research study, and they joined only if they had the appropriate time to 
commit to complete the GLP, which requires at least 1 hour and participation in three 
qualitative interviews lasting approximately 30 min each. Nonparticipation did not affect 
participation or matriculation in training program. In total, 14 participants joined the 
study, from a cohort size of 26.  
Step 3. The participants continued the training program relatively undisturbed or 
uninfluenced by the research. They experienced minimal interruptions from the 
qualitative interviews and completion of the GLP. The participants were debriefed after 
the training program on the results of their GLP assessment and the findings of the study. 
The GLP results were held confidentially.  
Steps 4 to 6. The GLP results of prospective participants could not be known 
before they volunteered to participate in the study. The target for participant assessed 
action-logics was 2-3 participants for each distinct action-logic. This target was not met 
due to researched population constraints and participants were included in the study 
regardless of their assessed action-logic. A structured, qualitative interview was held at 
the approximate conclusion of each of the three main phases of project work and outside 
of regular work hours. Each interview used open-ended questions pertaining to that phase 
of the participants’ project work, including questions asking how the participants 
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identified their project, set goals, and collected and analyzed information (Phase 1); 
designed solutions and implementation plans (Phase 2); and monitored, adjusted, and 
sustained solutions (Phase 3). The semistructured interview formats are included in 
Appendix C.  
Step 7. The research data were analyzed, and the results were summarized at the 
conclusion of the program, with the assistance of MaxQDA (Kuckartz, 2007), a 
qualitative computer software program for analyzing coding variables. With assistance 
from a trained GLP scorer, two referent coding transcripts were used to compare my 
coding and produce a research coding scheme. The trained GLP scorer anonymously 
coded these transcripts and they were anonymously compared to the coding I had 
completed for the same transcripts. The result was analysis consisting of identifying 
themes by participant and associating the themes with their estimated action-logic and the 
creation of a research coding scheme for action-logics and FLMH (Appendix E).  
Across the three implementation phases, when a participant mentioned, 
highlighted, or discussed a FLMH explicitly, I therefore was able to note, code and then 
analyze it considering action-logic. Taken together for each participant, this provided a 
list of FLMHs in each phase of LM along with the associated AL responses by each 
participant. When experiencing a FLMH, the participants at times noted and discussed 
particular challenges they experienced and had to take action on. These challenges and 
their actions were considered windows into the participants’ AL within the context of the 
application of LM, both because of the complexity of the challenge experienced and 
because of the manners in which they responded.  
The participants’ GLP-assessed action-logic was not known to me until after two 
cycles of coding and interview analysis. This was done to minimize reactivity to the 
researcher’s influence on eliciting barriers and participants’ perspectives because of 
knowledge of their action-logic during the interview and coding processes. Across the 14 
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participants, researcher coding and the GLP results provided for the three groups of 
participant-assessed action-logics: achiever, redefining and transforming. 
Step 8. I conducted a debrief session, which was supervised by a certified GLP 
consultant. The debrief sessions were used to inform the participants about their GLP 
results and validate their self-estimate.  
Piloting of the Qualitative Interview Format 
The structured interview format was piloted three times and with three separate A3 
project leaders with similar managerial and leadership positions within the organization.  
Discussion of the Sample 
The research participants were part of a larger cohort of students selected with 
senior organizational sponsorship, and they participated in monthly classroom training 
modules to expand on and practice LM skills and methods. They were each assigned a 
LM coach from the organization’s Central Improvement Team or a Lean Black Belt with 
at least 2 years of experience as a certified Lean Black Belt in the organization. A 
certified Lean Black Belt is an individual who typically sets the strategy for a 
department’s LM implementation, trains and coaches others, and leads advanced 
interdepartment and interorganization improvement projects. Working with executive 
leadership, they select and prioritize projects to ensure the work is aligned with strategic 
goals. They lead department-, hospital-, or organization-wide projects and mentor 
employees with less training and certifications, often referred to those with Yellow, 
Green, or White Belt certification in LM. 
The study participants’ primary criteria for completing their training program was 
the completion of an A3 Problem-Solving project in the organization. Students in the 
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program ranged in age, occupation, years of experience with LM, hospital, and 
department setting, and each had equal opportunity to participate in the research. The 
training program had existed for 5 years and takes approximately 9 months. At the time 
of the study, the training program had 56 graduates in the organization. 
The organization and the LM training program were selected as an organization 
applying an organization-wide approach to LM adoption and in relatively close proximity 
to the researcher. The participants roles in the organization provided unique opportunities 
to explore perceptions, interpretations, and actions within LM from a range of individuals 
within the training program who were directly applying the methodology and philosophy 
for improvement.  
As a professional development program, the LM training program’s aim is to 
enable participants to become capable of teaching, coaching, mentoring, and leading 
others with the LM methodology and philosophy within and outside the organization. 
During the 9-month period, eight 4-hr in-person and classroom modules of advanced lean 
six sigma methodologies and principles are delivered in reference to complex problem-
solving and coaching for improvement work in health care.  
Methods of Data Collection 
Semistructured interviews were conducted and recorded at key decision points 
concordant with the A3 problem-solving method (Appendix A) and during the course of 
participants’ projects, to investigate the participants’ experiences, decisions, and actions 
during all three phases. The content of the participants’ semistructured interviews was 
transcribed and reviewed with the participants for accuracy.  
Analysis of the interviews was assisted by a recording device and a qualitative 
coding scheme developed in reference to the FLMHs and the diplomat, expert, achiever, 
redefining, and transforming action-logics (Appendix E). The participants’ action-logics 
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were kept confidential. The GLP was administered via an Internet protocol consistent 
with Global Leadership Associates (2017). 
Methods for Data Analysis and Synthesis 
As a qualitative research design, the study leverages qualitative analysis of 
interviews and action-logics, as measured by the GLP. The sources of qualitative data 
had been used recently by case study work for understanding lean strategy 
implementation levers (Alagaraja & Egan, 2013) in manufacturing, and conventionally 
by Yin (2013).  
Analysis Within-Cases 
Data sources from each participant were used to explore differences between 
action-logics, incorporating their responses to the three semistructured interviews, the 
observations I logged during interviews and throughout the data collection period and 
process, and each participant’s project work. Table 6 outlines the analysis for Research 
Question 1. 
 
Table 6. Outline of Analysis for Research Question 1 
 Data Sources 









Note. Semistructured qualitative interview narrative analysis (see Appendix D) for 
association with each research question). 
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Validity and Reliability 
Threats to validity could have emerged from my familiarity and proximity to the 
organization. The organization provides healthcare services in the region in which I live 
and therefore I may have exerted bias and had a personal interest in the improvement 
work; however, the benefits of research with the organization outweighed the 
disadvantages. At the time of the study, I was not receiving health care from the 
organization and there were less than a dozen academic healthcare organizations in the 
northeast region of the United States applying LM as an organization-wide strategy to 
improvement. My familiarity with the region and the organization provided ease of 
rapport building and a richness of interview and observation data that others might not 
have been able to access. My professional expertise in healthcare improvement and 
certification as LM expert provided a strong framework for understanding and coding 
elements of LM by LM phase and factor.  
The three phases of LM and the A3 Problem-Solving method are not germane to 
this organization and therefore can be replicated with other leaders, projects and 
organizations adhering to its process. The use of semi-structured one-on-one interviews 
provided confidentiality of participant participation from one another and from the 




The participants were invited to review their transcriptions during each of the three 
phases of the project and were asked to address three questions: (a) Is this factually 
accurate? (b) Does this accurately capture the experiences you shared and the actions you 
took during this phase of project implementation? (c) Are you comfortable with how your 
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identity has been disguised? The questions were used to ensure the validity of the 
participants’ responses. The reliability of the qualitative interviews was ensured across 
each interview and participant; I was the medium of communication, and each interview 
followed the same questions and process for rapport building and assurance of 
confidentiality. 
The qualitative coding of the six factors of LM in health care was further refined 
by AL (diplomat, expert, achiever, redefining, and transforming) for each category, and it 
served as a tool to identify process codes, words, or phrases that captured action 
(Saldana, 2016) and was aligned with my estimate of each participant’s action-logic.  
Coding of Qualitative Interviews 
I initiated the coding of the participants’ experiences, to cull five action-logics and 
six factors of LM in health care, codify the perspectives of the leaders leading 
improvement work, and answer the research questions. I carried out the first coding 
round with the assistance of MaxQDA software (Kuckartz, 2007) and three coding tools: 
a GLP coaching manual (Global Leadership Associates, 2017), a coded transcript from a 
GLP-certified coder (Appendix E), and a coding matrix I created (Appendix D). During 
this first coding cycle, I remained blind to the results of the participants’ GLP 
assessments. These results were held by an intermediary of the Global Leadership 
Associates (2017) to avoid biasing the interpretation of the participant interviews.  
Across the three phases of LM implementation, when a participant explicitly 
mentioned, highlighted, or discussed a FLMH, I noted and coded it and analyzed it 
considering action-logic. For each participant, this provided a list of factors experienced 
in each phase of LM in health care along with associated action-logic responses. With 
each FLMH assigned a qualitative code corresponding to its label, its LM phase, and a 
description of the action-logic corresponding with the coding matrix, this resulted in 15 
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possible codes per FLMH and 90 total possible codings per participant. Figure 6 provides 
an example of the coding system as represented by MaxQDA code matrix browser. 
 
 
Figure 6. Screenshot example of qualitative codes from MaxQDA software 
 
I coded 42 total transcripts, three per participant. A total of 481 codings were 
created across the research sample, with a mean of 34.3 codings per participant. 
To analyze each participant’s experiences, each label within each LM phase was 
divided by the total number of labels across the sample, resulting in a percentage of 
experiences of LM per phase per FLMH. All percentages were rank ordered from low to 
high, allowing for quick deciphering of the impact of comparative experiences within 
each phase. To denote the likelihood of one participant exercising a range of action-
logics, a range of action-logics was captured in each participant analysis. This allowed 
for a count of action-logics used above, below, or at the assessed level according to the 
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GLP. As the participants’ experiences may not have been equal, summarized action-
logics per participant were recorded and counted once per phase by FLMH, for counts of 
the participants’ assessed, and early and emergent action-logics. 
GLP Coaching Manual 
The GLP Coaching Manual was provided to me during my attendance at two 
action inquiry and GLP certification workshops and contains overview descriptions, 
example dialogue quotes, central focuses of awareness, relationships to power, 
interpersonal styles, concerns, personal insights, strengths, and challenges for all seven 
action-logics. 
Coding Matrix: Action-logic and Factors of LM in Health Care 
Several iterations of the matrix were conducted, ultimately resulting in a 5 x 6 
matrix of FLMHs. The matrix includes a full range of action-logics beyond those at 
which the participants may have scored due to the researched tendencies of leaders to 
fallback to earlier action-logics during times of stress, fatigue, and grief (McCallum, 
2008) and the possibility of exercising newer ways of knowing throughout the course of 
the study. In theory, a participant may possess a conventional action-logic as his or her 
dominant way of knowing yet may begin to exercise later action-logics due to some new 
event, dilemma, or circumstance. 
Global Leadership Profile 
Based on the premise that language is a core means by which adults create 
conceptual maps of reality, the GLP contains a measurement of preconventional, 
conventional, and postconventional stages of adult development. The GLP was built upon 
previously psychometrically validated sentence completion tests: the Washington 
University Sentence Completion Test (WUSCT) and Leadership Development Profile 
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(LDP). Within the GLP, 30 sentence stems are responded to by participants, which 
provide data interpreted by trained raters working with a scoring manual. High interrater 
reliability among scorers has been found, with a Pearson correlation of .96, showing a 
high association between the scorers and the action-logics they score (Jones, 2015). All 
participants who take the GLP are invited to complete a self-assessment before receiving 
their scores, offering external validity testing between scores and participants. 
Limitations 
Researcher Perspective and Involvement 
The study limitations are attributable to my presence in the environment, otherwise 
known as researcher reactivity; my influence on the setting or the individuals studied; and 
the role I played in interpreting and coding the data. Eliminating the researcher’s 
reactivity is impossible (Maxwell, 2013); however, sustained presence of the researcher 
in a setting after the study can ensure that research is done in a way that creates minimal 
disruption to project results and relationships with the study participants and may 
maximize the internal organizational generalizability of the study conclusions. Based on 
the case study nature of the study, its external generalizability beyond the program, 
organization, and period of time may be limited to similar organization-wide approaches 
to LM, LM training programs and project implementation leaders in health care. 
My coding of the interpretations is another potential limitation but can be 
reconciled with the assistance of the coded template.  
As a proponent of both process improvement in health care and adult development 
I have learned of their particular relevancy in the implementations and adoptions of LM 
for institutional improvement. As a professionally certified LM facilitator, teacher, and 
coach, I have introduced and implemented its improvement concepts, principles, and 
approaches within multiple health care services, teams, departments, and hospitals across 
  
59 
the United States. I have undergone an action-logic sentence completion assessment and 
the Global Leadership Profile (GLP), and I learned of my own action-logic 2 years before 
the commencement of this research. The experience of learning about my AL afforded 
me reflective value and the ability to conceive of the opportunity to investigate action-
logics across diverse groups of employees and leaders in health care as they implement 
LM to improve health care. I hope that new insights will be found by reviewing this case 
study, particularly the strengths and limitations of focusing on personal-developmental 
growth while implementing LM in health care. 
Coded Transcript from a Certified GLP Coder 
At the conclusion of the three qualitative interviews, a trained GLP coder and I 
utilized the coding matrix on the same participants’ transcripts to create a coding master 
document. I blind-coded the same transcript and removed identifiers, so that the GLP 
coder was unable to identify the participant. Subsequently, I coded the same transcript in 
search of interrater reliability and learnings to apply to coding the remaining 13 
transcripts. The comparison of the coded transcript resulted in eight instances where the 
research was of were either +1 or −1 AL off of the GLP-certified coder’s findings.  
The highest likelihood for error was when coding ALs, as I was not certified as a 






This study is framed through two research questions. First, how do improvement 
leaders describe the implementation experience of LM? This is answered through the lens 
of the leaders’ assessed action-logic and their experiences, as collected and codified by 
semistructured interviews and summarized in findings 1, 2 and 3. Secondly, how, if at all, 
does the experience of LM in health care vary as a function of the improvement leaders’ 
action-logic? This question is answered by comparing total and mean counts of 
qualitative codes for the semistructured interviews of improvement leader participants by 
LM phase, action-logics, FLMH, and the leaders’ assessed action-logics. Findings for the 
second research questions are 4, 5, 6, 7 and 8.  
The organization of this chapter follows closely with the research questions. The 
findings highlight the participants’ experiences, challenges, and actions within the 
context of the three phases of LM, as codified by six FLMHs and five action-logics. The 
findings are presented by research question. 
Research Question 1 
How do these improvement leaders describe the implementation experience 
of LM? 
The descriptions ascribed by leaders to their experiences were examined by GLP-
assessed action-logic, FLMH coding, and phase of LM project application. Across the 
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three phases of LM studied, these descriptions most closely approximate the achiever 
action-logic and the FLMHs of complexity of lean management and learning best 
practices. Figure 8 illustrates the counts of qualitative codes by FLMH and action-logic 
across the three phases. The majority of participant experiences were coded with the 
achiever (252) and expert (128) action-logics and the FLMHs of complexity of lean 
management (208) and learning best practices (124). Additionally, each phase of LM had 
its own nuances, with different counts of FLMH codings and differing challenges 
encountered by participants assessed as being at the three action-logics of LM within 
each phase.  
Finding 1 
Overall descriptions of experience match primarily with the achiever action-
logic and with complexity of lean management and learning best practices. 
Across all participants and phases of the study, the total counts of experiences 
coded by the six FLMH were complexity of lean management (208), learning best 
practices (124), complexity of the process or system needing improvement (60), 
receptivity of staff (49), organization-institutional state (22) and problems defining 
benefits to all (18). Total counts of coded of action-logics are achiever (252), Expert 
(128), Redefining (62), Diplomat (21), and Transforming (18). Table 7 summarizes the 
count of qualitative coding for action-logics and FLMH across all three phases. 
 
 






Participants at the transforming, redefining, and achiever action-logics 
experienced certain FLMHs more often. 
Table 8 summarizes the total experiences of LM by FLMH. As shown by the mean 
comparison of these FLMHs, qualitative coding was highest for participants assessed at 
redefining and transforming. Learning best practices (transforming: 11, redefining: 9.63, 
achiever: 4), complexity of the process or system needing improvement (transforming 8; 
redefining: 4.63, achiever: 3), and organizational institutional state (transforming: 5, 
redefining: 1.63, achiever: 0.20) were the FLMHs most experienced by participants 
assessed by the GLP as having these postconventional action-logics. 
Participants assessed by the GLP to be at the achiever action-logic had the greatest 
mean count of experience for the FLMH of complexity of LM (transforming: 11, 
redefining: 13.75, achiever: 14.20). 
The participants assessed by the GLP as being at the transforming action-logic had 
the highest mean count of the FLMH receptivity of staff (transforming: 5, redefining: 
3.63, achiever: 3) and the lowest mean count of the FLMH of problems defining benefits 
for all (transforming: 0, redefining: 1.25, achiever: 1).  
 
 
Table 8. Count of Qualitative Codes for Experience of FLMH by Participant 
 
 
Note. FLMH = factor of lean management in health care; RS = receptivity of staff; CLM 
= complexity of lean management application process; PDB = problems defining benefits 
for all; CPS = complexity of the process or system needing improvement; OIS = 
organizational-institutional state; TF = transforming; RD = redefining; AH = achiever; 
PART = participant. 
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Participants assessed at the transforming and redefining action-logics tended to be 
coded with more instances of FLMH of learning best practices, complexity of the process 
or system needing improvement and organizational institutional state. Participants 
assessed at the achiever action-logic were effective at focusing on goals, LM methods 
and outcomes within the complexity of LM application. Participants assessed at the 
transforming and redefining action-logics considered and were aware of organizational 
principles, values, and ambiguity associated with improvement work and therefore were 
coded with learning best practices, complexity of the system needing improvement and 
organizational-institutional state more frequently. The variation in what was experienced 
and responded to is summarized in the context of the three LM phases and findings. 
Finding 3 
Total FLMH counts and participant challenges differ by LM phase. 
The participants experienced varying degrees of FLMHs, and not all participants 
experienced all FLMHs across all phases. The total qualitative coding counts of 
participants’ experiences differed from each other and by LM phase. The participants 
were assessed by the GLP as being at one of three action-logics: achiever, redefining and 
transforming. Each of these action-logics is represented in Tables 9-11 with mean counts 
of codes of FLMHs across participants in LM Phases 1, 2, and 3. The following sections 
include summaries of the challenges experienced by participants at each of the three 
assessed action-logics including quotes from semistructured interviews within each LM 
phase as well as the total count of FLMH codes associated with each participant within 
each phase. 
FLMH Phase 1 summary. Phase 1 of the study encompassed participant initial 
goal setting, the problem statement, project scoping, team member identification, and 
current condition analysis. During this phase, the total coding of participant experiences 
by FLMH were complexity of LM (70), learning best practices (47), complexity of the 
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process or system needing improvement (28), receptivity of staff (19), organization-
institutional state (13), and problems defining benefits for all (4). The descriptions of the 
challenges encountered by participants assessed at the three action-logics were sometimes 
similar and sometimes different, as summarized by the experienced challenges organized 
by FLMH. Figure 10 illustrates the total counts of codes by participant and FLMH. 
 
 
Table 9. Count of Qualitative Codes for Experience of FLMH by Participant in Phase 1 
 
 
Note. FLMH = factor of lean management in health care; RS = receptivity of staff; CLM 
= complexity of lean management application process; PDB = problems defining benefits 
for all; CPS = complexity of the process or system needing improvement; OIS = 
organizational-institutional state; TF = transforming; RD = redefining; AH = achiever; 
PART = participant. 
Complexity of LM (70). 
Achiever (25). Participants assessed as being at the achiever action-logic described 
the process of LM A3 problem-solving itself as challenging, as having fit the LM tools 
from the in-person learning sessions into their improvement projects, as involving goal 
setting and knowing when to ask coaching questions within their team, and with root 
cause analysis. 
During a Phase 1 interview, Participant 40—who led the improvement of patient 
experience—commented on the challenge of “finding the root causes, then making sure 
you’ve got the right root causes.” This comment was in line with the expectations of the 
LM methodology and A3 problem-solving, except for the importance of involving the 
affected staff in the diagnosis and construction of solutions. People with the achiever 
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action-logic were collaborative, conscious of communication’s importance, aware that 
reasons underlie behaviors, and sought to hold ultimate power over solutions. Participant 
40 responded to this challenge as follows: “It is important to take the time to find those 
root causes and stick with them to see if countermeasures work.” 
Participant 28 experienced a challenge with the identification of project goals 
during phase 1, making an achiever-like action-logic strategy remark regarding “aligning 
with other major initiatives taking place in the organization;” they leveraged their 
assessed action-logic in a beneficial way. The orientation to major initiatives taking place 
in the organization served as a rudder and steered them through the identification of what 
was important for them to take on. 
An associated challenge for Participant 28 was “getting the right people from the 
institution on board,” to which they responded in an achiever action-logic way, 
emphasizing “asking others to discover the right team members across different 
departments.” Once Participant 28 had the team onboard, they further struggled with 
“organizing all of the team’s input and ideas for change” and the fact that “members of 
our team are in three different locations.” The participant dealt with these challenges by 
“mak[ing] each input and idea attainable and realistic” and “keep[ing] a chart and 
division of work in a central location with an owner to update.” 
Redefining (43). Participants assessed to be at the redefining action-logic described 
falling into a perceived trap of being a process owner versus a project manager versus a 
coach, in addition to setting measurable goals, applying what they learned in class to their 
improvement project, determining how to prioritize and narrow improvement focus, 
knowing where the project was going, root cause analysis, integrating input from various 
role groups, determining project scope, meeting management, and defining the problem 
to be solved. 
During a Phase 1 interview, Participant 5 remarked about a challenge of 
“competing priorities and getting answers to questions that sometimes get delayed” and 
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explained how they addressed the challenge by “morphing goals over time, seeing the 
project as an evolution that started before the program.” This remark shows a tolerance 
for ambiguity present with the redefining action-logic. 
This tolerance for ambiguity is further seen in the remarks of Participant 21 during 
a Phase 1 interview in which they discussed a struggle with the mismatch of goals from 
the viewpoints of stakeholders or customers. “Recognizing that the project involved not a 
single system; it’s multiple systems. Meshed workflows. Used the phrase ‘We don’t 
know what we don’t know’ as a motto to collect data.” 
Transforming (2). The participants assessed at the transforming action-logic 
encountered challenges with ensuring that what was being measured matched the 
phenomenon that they and their team were trying to understand as well as with studying, 
changing what they thought the problem was in both the LM philosophy and others’ 
perspectives. 
On gathering and managing input from a variety of team members and stakeholders 
to align work with project goals, Participant 27, in a Phase 2 interview, remarked, 
“Everybody had millions of countermeasures and the difficult part was the prioritizing of 
the countermeasures.” Participant 27 described their response to this challenge by 
recounting their in-person experience. 
Within two sessions, I brought them all into one room together, the 
whole cast of characters. Then just started more of a brainstorming in open 
dialogue and started documenting things down on paper. Then focused on 
getting fundamental structure and framework first and then each hospital had 
its own level of resource availability, and that could come later. 
Learning best practices (47). 
Achiever (9). Participants assessed as being at the achiever action-logic described 
challenges with searching for a sense of mastery of learning within the program, time to 
work on project, not having a formal leadership title, and finding an interesting project to 
work on. During the Phase 1 interview, Participant 3 described a challenge of searching 
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for a sense of mastery within the program. When asked how they responded to this 
challenge, they remarked that “observing what other people in the program were doing 
provided reassurance.... I think I got the concept because my perception of the concept is 
the same as theirs.” 
Redefining (32). Participants assessed as being at the redefining action-logic 
described challenges with working with staff members who were already very busy and 
believed that their current workarounds were the only way to accomplish their work; 
taking LM concepts, methods, and tools from the classroom back to the workplace; 
dealing with competing priorities; stakeholder identification; and delegation of authority. 
Participant 37 remarked about a phase 1 challenge of “communicating value of the 
project to team members in senior leadership positions,” and their strategy to address the 
challenge was “Conversations face-to-face are the most effective communication tool.” 
Similarly, Participant 5 also encountered a phase 1 barrier, as their team saw the project 
as just another task and not part of everyday work. In Participant 5’s words, “Hindsight’s 
20/20. Learned a lot for that one. I think I didn’t spend enough time with my team to have 
them share the message and I did more of the talking when it really needed to be peer-to-
peer, not director to their manager kind of thing.” 
Participant 5 described their experience in Phase 1. “There were definitely times 
when I’m like, ‘where is this going?” and identified their response to this perceived 
ambiguity with the following strategy: “Kind of had to let it ride because I think we did 
land on a lot of insights by kind of unbundling problems, right? So, that was scary but 
cool in the same way.” 
Working to improve the hospital facilities, Participant 21 identified the phase 1 
challenge: “Sometimes my judgment and role clouds an item or how I ask questions, 
which can impact my team.” The participant suggested a solution to this challenge. 
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To be aware of it and to shift my depth level depending on who is involved in the 
issue. Try to develop my team to a mindset of “What would it take?” vs. “It can’t be 
done.” Try to ask questions in a non-threatening way. 
Transforming (6). The participants assessed as being at the transforming action-
logic described experiences including trying to identify a meaningful and impactful 
project to work on through the Black Belt program that was at a level greater than any 
one unit or department, finding time to work on the project, balancing making sure the 
project was progressing with being able to have dialogues with others about the work’s 
greater value, and team members not fully utilizing their capabilities. 
Complexity of the process or system needing improvement (28). 
Achiever (8). Participants assessed as being at the achiever action-logic described 
challenges ranging from creating and implementing new processes that did not exist 
within the 9 months of the Black Belt program to changing the full culture of the 
department and hospital around the treatment and management of patients. 
Redefining (17). Participants assessed as being at the redefining action-logic 
described challenges including reconciling mismatches between what customers reported 
and what the team discovered in data analysis; conducting improvement work in a 
hospital that operates 24 hr a day, 7 days a week; finding consistency in the LM process; 
and work variation across multiple in-patient hospital wards. 
Transforming (3). The participants assessed as being at the transforming action-
logic described challenges including discovering what system-level improvements they 
could make, versus hospital- and local-level improvements, and creating improvement 
work that would transcend hospitals. 
Receptivity of staff (19). 
Achiever (5). Participants assessed as being at the achiever action-logic described 
challenges involving how to solve the problem, how to educate everybody about the 
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science without affecting anyone or without causing any rifts with colleagues, and lack of 
progress due to staff being overloaded with other work and responsibilities. 
Redefining (11). Participants assessed as being at the redefining action-logic 
described challenges with identifying and soliciting team members to participate in an 
improvement project that was outside of their job duties as well as a lack of time to do the 
work. 
Transforming (3). The participants assessed as being at the transforming action-
logic had a challenge of knowing staff members more than the work that they do and 
reconciling their own mental model. 
Participant 27’s remark made during Phase 1 referencing the awareness of their 
own thought patterns. “I had my own mental model of what I thought the problem was, 
and so I took a step back and said, ‘Okay. Using lean principles, this is my perception, 
but that may not be accurate.’” The way Participant 27 dealt with this challenge is 
illustrative of the combination of advocacy and inquiry.  
I went and walked the gemba. I went to the community hospitals and 
talked to people and said, “What is this? Tell me about this. Tell me, is this 
an issue to you?”... I actually talked to the people that had the lived 
experience around what I was trying to see if there was an issue about. 
Organizational-institutional state (13). 
Achiever (1). Overall, the organization-institutional state FLMH was least 
experienced among participants assessed as being at the achiever action-logic. One 
participant experienced a challenge of not having a long-term strategy that was aligned 
with the technical intent of the project’s improvements.  
Redefining (7). For participants assessed as being at the redefining action-logic, 
the challenges included navigating an organizational culture that did not match with 
sharing problems or negative performance as well as a relative inability to change the 
organizational metric for performance measurement and goal accountability because of a 
fixed 5-year strategic plan.  
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Participant 9’s remarks in a Phase 1 interview are demonstrative of this; “The 
culture of the organization doesn’t match with sharing problems or negative 
performance.” Participant 9’s response was “having a lean coach who can both help the 
teams and coach me in what I’m doing so I can see differently.” This remark shows 
tolerance for other ways of seeing the organization, the LM method, and achieving the 
goals. Participant 9 also identified issues around goal alignment, structure, and the 
process of organization itself during the same interview: “[We have a] relative inability to 
change the metric because we have a five-year plan, and it’s agreed upon; once it’s 
agreed upon, a large organization might not change it.” Individuals using redefining 
action-logic are paradigm-aware, as illustrated in Participant 9’s remark about the 
structure and strategy of belief in a five-year organizational plan.  
Transforming (5). The participant assessed as being at the transforming action-
logic described a challenge of staff unable to be aware of all current, previous, and 
planned improvements that were currently, previously and planned to take place within 
the organization. 
Problems defining benefits for all (4). The FLMH of problems defining benefits 
for all was coded the least frequently in this phase. Examples of challenges among 
participants assessed as being at the achiever action-logic (8) included getting the right 
people from the institution on board and using terminology familiar to one department 
but not another. For participants assessed as being at the redefining action-logic (1), 
communicating the project’s value to team members in senior leadership positions was a 
challenge. The participants assessed as being at the transforming action-logic did not 
experience any challenges with this FLMH in this phase.  
LM FLMH Phase 2 Summary 
Phase 2 of the study encompassed participant root cause analysis, refinement of 
goals, and the creation and implementation of improvement plans. Across participants 
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during this phase, the total coding of experience was: complexity of LM (69), learning 
best practices (41), complexity of the process or system needing improvement (20), 
receptivity of staff (18), problems defining benefits for all (6), and organization-
institutional state (5). 
The results are summarized in Table 10. Descriptions of challenges encountered by 
the participants at the three action-logics are summarized below, organized by FLMH. 
 
 
Table 10. Count of Qualitative Codes for Experience of FLMH by Participant in Phase 2 
 
 
Note. FLMH = factor of lean management in health care; RS = receptivity of staff; CLM 
= complexity of lean management application process; PDB = problems defining benefits 
for all; CPS = complexity of the process or system needing improvement; OIS = 
organizational-institutional state; TF = transforming; RD = redefining; AH = achiever; 
PART = participant. 
 
Complexity of LM (69). 
Achiever (26). Participants assessed as being at the achiever action-logic 
encountered described challenges including finding time to implement changes, 
organizing team input and ideas for change, difficulty identifying root causes, socializing 
change, and getting buy-in for changes.  
Participant 40’s goal orientation is seen in the challenge and frustration they 
identified in their remark in a Phase 2 interview. “Nothing was getting done because 
people were overloaded. We had seven work groups at one point.” Their response to this 
challenge was to consolidate and prioritize work. “We took three areas and consolidated 
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three groups into the one group.” Actions taken based on the achiever action-logic were 
helpful for results-oriented and objective-driven teams. 
Redefining (39). Participants assessed as being at the redefining action-logic 
described challenges including not getting acceptance from the audiences to which they 
presented their projects, working more with numbers than with people, desire to create a 
new system but feeling restricted by the A3 format, and deciding how to implement 
changes.  
Transforming (4). The participant assessed as being at the transforming action-
logic described challenges of trying to tune in to the uniqueness of each hospital 
respecting the culture of each hospital; arranging implementation plans on the practical, 
concrete, operational, and strategic levels; cultivating a broad vision; and prioritizing 
which countermeasures to implement.  
In addressing this challenge, Participant 27 responded with a remark: 
To try to get it really into one cogent picture of what the whole system 
looked like. What are the commonalities, what are the differences, what are 
the themes, what are the trends through all of the hospitals that would be 
consistent with developing a root cause, not specific to one hospital, but a 
root cause of the commonality across all hospitals. 
Learning best practices (41). 
Achiever (12). Challenges for those assessed as being at the achiever action-logic 
included managing team tasks virtually, assisting many people in the department with 
projects, working the A3, and finding actual A3 process as cumbersome. 
Redefining (12). Participants assessed as being at the redefining action-logic 
described challenges that included not having enough time to tap the power of teamwork 
to ask critical questions and learn from one another, perceiving the project as outside the 
scope of everyday work, and being mindful of when to use Lean principles. 
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Redefining participant 5 identified a learning challenge related to “facilitating 
dialogue to get team members to come up with the ideas themselves” during phase 2 and 
described a strategy of: 
Providing time to reflect on team input and then sending it back out for 
validation. I always tell people to dream big, that we don’t have to live the 
way we’ve always lived, so that’s what I tried to instill in my team. This has 
got to make sense for you. We can’t be overcomplicated and over-
engineered. 
This remark is an example of the observation and inquiry that was afforded by 
participants assessed at the redefining action-logic when encountering challenges.  
Transforming (3). The participant assessed as being at the transforming action-
logic described challenges including being drawn to certain LM tools more than others 
and working around time management using multiple options and priorities. 
Complexity of the process or system needing improvement (20). 
Achiever (15). These participants described challenges including matching an IT 
solution purchased from a vendor to the context of the organization, inter-organizational 
risk, the large scope and complicated nature of the tasks to be accomplished, impacting 
years of established practice patterns, and the scale and the scope of the work exceeding 
their ability to accomplish it alone. 
A remark illustrating these challenges from participant 8 referring to leading 
improvement in emergency care: “The scale and the scope of [the improvement project] 
might be more than I can accomplish on my own.” To address this, they remarked: “Put 
up a big graphic in the workroom that looks at our troponin ordering and how many hours 
we’re taking to order troponin each month, just so everybody can kind of see that and be 
cognizant of that.” 
Redefining (15). Participants assessed as being at the redefining action-logic 
described challenges including making improvements within a 24/7 operation, team 
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sentiment that they had tried improvement interventions in the past and knowing how to 
adapt what works for an outpatient department to inpatient departments.  
Participant 15, working to improve patient care, discussed the challenge of 
differing views on goals and outcomes in the Phase 1 remark, “People are all different, so 
when you work in a hospital, every floor’s going to have a variation; how do you manage 
it? How do you see some consistency [for goal setting] in all that variation?” Participant 
15 addressed this challenge: “We’ve been introducing some pieces of standard work and 
best practices to them so that they can start to feel that” and “Worked to be fluid with the 
team, some floors are going to have more systemic goals, and some floors are going to 
have some very tactical ideas inside their department goals, and to let that be okay, so 
that we can learn from it, and spread the message appropriately.” 
Transforming (2). The participant assessed as being at the transforming action-
logic described the challenge posed by people at different levels within the hierarchy, 
each having his or her own view of things and measurement of change. 
Participant 27 remarks that challenges can be illustrative of principle-based 
decision making. 
Making sure what you’ve measured marries the phenomenon that you’re 
trying to study or that you’re trying to change.... Balancing a mechanical 
piece of making sure the wheels (of the project) are turning and being able to 
have the dialogue about the greater value. 
Receptivity of staff (18). 
Achiever (3). Participants assessed as being at the achiever action-logic 
experienced no challenges with receptivity of staff as reported during this phase of LM.  
Redefining (13). Participants assessed as being at the redefining action-logic 
described challenges including encouraging patience and faith that making the effort to 
understand the nature of the problem and get at the root cause would yield desired results. 
Redefining-assessed Participants 21, 5, and 55 exhibited the importance of building 
relationships separately and as tangential to the effectiveness of the project by going to 
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the “Gemba.” “Gemba” is a LM term for the place in which the value-added work occurs; 
in this case, the front line of health care. 
Transforming (2). The challenges of time management was reported by the 
participant assessed as being at the transforming action-logic.  
During a Phase 2 interview, Participant 27 commented on the challenge of time in 
the sense of “Team members not fully utilizing their capabilities because they’re bogged 
down with some of the more-mundane, administrative time aspects of project 
management.” Participant 27 responded to this challenge as follows: 
I see my role as to really make sure that all the teams are supported, to 
make sure that everything is happening, and that if there is something that 
needs additional support, whether it be overt or covert, I’m there to make 
sure that happens.  
This remark addressed timeliness in the context of ensuring that “everything is 
happening” and because the participant offers support in a variety of ways—with 
multiple types of social power, overt or covert—and relies on the principle of supporting 
others in their leadership. 
Problems defining benefits for all (6). 
Achiever (2). Participants assessed as being at the achiever action-logic 
experienced no challenges with receptivity of staff as reported during this phase of LM.  
Redefining (4). Participants assessed as being at the redefining action-logic 
described challenges including convincing staff that up-front investment would save 
money in the long run.  
Transforming (0). No experiences were coded and no challenges were reported 
with this FLMH by the participant assessed as being at the transforming action-logic. 
Organizational-institutional state (5). 
Achiever (2). Participants assessed as being at this action-logic described the 
challenge of realizing that there was no organizational capacity to take on new 
improvement work within the domain of their project.  
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Redefining (3). Participants assessed as being at this action-logic described the 
challenges of habitually viewing only LM as project based and getting into the habit of 
compartmentalizing project work. 
Transforming (0). No experiences were coded and no challenges were reported 
with this FLMH by the participant assessed as being at the transforming action-logic. 
LM FLMH Phase 3 Summary 
Phase 3 of the study encompassed participants studying and sustaining their 
countermeasures and implementation plans. During this phase, coding of participant 
experience was found to be complexity of LM (53), learning best practices (24), 
complexity of the process or system needing improvement (11), receptivity of staff (8), 
problems defining benefits for all (5), and organization-institutional state (3). The results 
are summarized in Table 11. Descriptions of challenges encountered by participants 








Complexity of LM (53). 
Achiever (20) and redefining (28). Participants assessed as being at both the 
achiever and redefining action-logics described similar challenges: keeping the project 
work going after the program ended and after initial changes had been made, sustaining 
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changes, and keeping staff members accountable in the absence of the structure of the 
improvement team. 
In a Phase 3 interview, Participant 37—who worked to improve information 
services—commented on the challenge of time by sharing a sustainment strategy for the 
creation of an augmentation to a popular LM method in health care that is referred to as a 
kaizen event (Bortolotti et al., 2018). Within a typical kaizen event, stakeholders and 
representatives meet in a focused fashion to solve a problem and implement a solution. 
Kaizen events can require as few as 3 hr and sometimes as many as 2 weeks. In this case, 
Participant 37 created a new form of the kaizen event, which lasted only 15 min, and self-
labeled it as a “baby kai”:  
Well the baby kai is a great example. So we’re talking about people who 
can’t afford, from a role standpoint, to dedicate a full day or two away from 
their regular job. So the challenge there was ... “How can we do this 
effectively?” Because there’s a certain rhythm that happens. So how do I 
carve out enough time to ... get into the rhythm, and sort of garner your 
interest? So you know, the first time you go in [to a kaizen event], if you 
don’t know a lot about Lean and you don’t know exactly why we’re here, 
you’re probably in the back of your head thinking, “This is three hours I can 
use to do something else.” 
This participant and their team established the baby kai to encourage the team to avoid 
jumping to solutions and to use multiple bouts of time to continue to brainstorm and 
utilize an LM method that is referred to as the 5 Whys (Card, 2017) to arrive at a solution 
based on objective, shared understandings rather than one person’s best idea that is based 
on a lack of evidence. Participant 37 went on to comment on their team and the 
implementation of baby kai:  
What we’ve done is basically identified the problems [in the baby kai], 
you know. And I went through basic Lean [with the team]. It was really kind 
of funny when I did this about the five whys. . . How do we get to a root 
cause, and what does that mean? It was interesting, because I’m in a room 
with a really bunch of smart technicians, and they want to ... solve the 
problem. And a couple of times, even they caught themselves saying, “Okay, 
we are not solutioning [sic]. Stop.” 
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Participant 37’s intervention is a salient example of the creative and unique ways 
redefining assessed participants created new behaviors and supported the development of 
others on their teams while maintaining the desired effectiveness for the project.  
Transforming (5). The participant assessed as being at the transforming action-
logic described the challenges of going down an improvement path and becoming too 
isolated from everything else going on in the organization.  
Learning best practices (24). 
Achiever (3). Although experiences were coded with this FLMH, the participants 
assessed as being at this action-logic did not experience any challenges with learning best 
practices during this phase of LM.  
Redefining (19). Participants assessed as being at the redefining action-logic 
described challenges including habitually not using Lean tools and utilizing LM 
principles to coach and guide others instead. 
In describing a phase 3 challenge acknowledged by Participant 21 which was how 
to transfer discovered best practices from one department to another; the participant 
mitigated this challenge “by building relationships with front line staff by rounding in all 
areas to learn and discover how it might work.” 
Transforming (2). The participant assessed as being at the transforming action-
logic described the challenge of facilitating and maintaining focus and vigilance while 
completing the project after the program ended.  
In Phase 3, a challenge surfaced for Participant 27 regarding how “to facilitate and 
maintain focus and vigilance around completing the project.” Participant 27’s approach to 
this challenge was to “try to create an environment where the people that you lead 
become leaders themselves; that lends itself to sustainability, not just for this product or 
project product outcome, but it gives them the leadership skills to take on anything else.” 
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Complexity of the process or system needing improvement (11). 
Achiever (3). Challenges reported by participants assessed as being at the achiever 
action-logic included using LM when there was no current process and needing 
additional financial resources when there were none. 
Redefining (5). Participants assessed as being at the redefining described 
challenges including many duties and demands to improve work within the organization.  
Transforming (3). No challenges were reported by the participant assessed as 
being at the transforming action-logic.  
Receptivity of staff (8). 
Achiever (5). Participants assessed as being at this action-logic reported challenges 
that included feeling like they were part of a business startup, trying to sell ideas to 
people, working with people who were afraid and felt their licenses or their professional 
lives might be at risk if they changed their practices, changing the “we’ve always done it 
this way” social-organizational culture, and working with team members in different 
locations. 
Redefining (5). Participants assessed as being at the redefining action-logic 
described challenges that included developing projects that people would want to follow 
through with.  
Transforming (0). No experiences were coded and no challenges were reported 
with this FLMH by the participant assessed as being at the transforming action-logic. 
Problems defining benefits for all (5). 
Achiever (0). No experiences were coded and no challenges were reported with 
this FLMH by the participants assessed as being at the achiever action-logic. 
Redefining (5). Participants assessed as being at the redefining action-logic 
described challenges that included working with people who could not afford to take a 
full day or two away from their regular jobs to work on improving.  
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Transforming (0). No experiences were coded and no challenges were reported 
with this FLMH by the participant assessed as being at the transforming action-logic. 
Organization-institutional state (3). 
Achiever (0). No experiences were coded and no challenges were reported with 
this FLMH by the participants assessed as being at the achiever action-logic. 
Redefining (3). Participants assessed as being at the redefining action-logic 
experienced challenges with feeling that improvement project work within the 
organization was too invisible; dealing with supervisors who, more often than not, never 
declared the work done; and sustaining multiple projects and changes across the 
organization at once.  
Further illustrating an example of a FLMH relating to organizational-institutional 
state during a Phase 3 interview, Participant 9 discussed sustainment: “[improvement 
projects are] too invisible or more often we never declare the work done; project 
finished.” The participant identified no strategy to address this, just observation, which 
can be viewed as characteristic of the redefining action-logic. Similarly, with regard to 
the FLMH of organizational-institutional states, Participant 15 remarked on “multiple 
projects and changes needing to be sustained across the organization” and identified a 
strategy of “trying to help find the balance between the folks that are doing it when they 
know it’s the right thing to do and when they can and getting the most out of it, and the 
folks that are just churning it out because they have been told to.” 
Transforming (0). No experiences were coded and no challenges were reported 
with this FLMH by the participant assessed as being at the transforming action-logic. 
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Research Question 2 
How does the experience of LM in health care vary as a function of the 
improvement leader’s action-logic? 
From an action-logic perspective, there was variation in how participants 
responded to these common factors and by LM phase. This variation can be summarized 
by the coded presence of earlier action-logics by participants assessed at later action-
logics, consistent use of assessed action-logics by participants and the presence of new 
emergent action-logics later than the action-logics for which participants were assessed 
at. The majority of instances coded demonstrated that 13 participants assessed at 
achiever, defining, and transforming action-logics were coded with use of earlier action-
logics that were two or more action-logics (p > .10) away from their GLP assessed 
action-logic at points throughout the three phases of the study, and at least two 
participants experienced earlier action-logics in reference to each of the six FLMH. 
Across all participants (n = 14), Phase 1 of the study was where the majority of use of 
earlier action-logics occurred. There was a total of 66 instances of use of earlier action-
logic altogether and a mean of -4.7 instances across participants. 
A total of 13 participants were coded with their GLP assessed action-logic (coding 
of their experience matched their assessed action-logic) throughout the study, primarily in 
LM Phases 1 and 2. 
Two participants experienced emergent action-logics, action-logics later than those 
for which they were assessed only in LM Phase 1. These participants were assessed by 
the GLP at Achiever and Redefining action-logics.  
Findings for RQ2 are organized by earlier action-logics, GLP assessed, and 
emergent action-logics by LM phase and FLMH. Table 12 illustrates summary counts for 
each participant, where they experienced earlier action-logics, their GLP assessed action-
logic, or emergent action-logics across all LM phases studied. Table 12 further compares 
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groupings of participants assessed as being at transforming, n = 1, redefining, n = 8, and 
achiever, n = 5. 
 
 
Table 12. Summary Counts and Means of Coding Participant Earlier Action Logics, 
Assessed, and Emergent Action-Logics 
 
 
Note. LM = lean management; GLP = global leadership profile; FLMH = factor of lean 
management in health care; RS = receptivity of staff; CLM = complexity of lean 
management application process; PDB = problems defining benefits for all; CPS = 
complexity of the process or system needing improvement; OIS = organizational-
institutional state; TF = transforming; RD = redefining; AH = achiever; PART = 
participant, Earlier AL = earlier action-logic. 
Finding 4 
Individual shift of action-logics in response to LM phase and FLMH: 
participant display of earlier action-logics 
Responses varied as to how each participant and his or her measured action-logic 
responded to the FLMH across each phase of the study. Receptivity of staff, complexity 
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of lean management, learning best practices, complexity of the processes and/or systems 
needing to be improved, problems defining benefits for all, and organizational-
institutional state were all associated with the display of the utilization of earlier action-
logics by individuals assessed by the GLP as being at later action-logics as discovered 
during and after coding the semistructured interviews. This common finding holds across 
participants assessed at the transforming, redefining, and achiever action-logic and was 
present across all three LM phases and most pronounced—more than two action-logics 
away from assessed action-logic—with participants assessed as being at Transforming 
and Redefining. Use of earlier action-logics is reported with negative numbers to indicate 
degrees of use of earlier action-logic from any one participant’s GLP result. 
Use of earlier action-logics of more than −1 action-logic stage in any one phase 
within any one FLMH is considered significant (p > .10). A total of 12 of 14 participants 
displayed use of earlier action-logics of −2 action-logics away from their assessed action-
logic at least once throughout the study. This finding is illustrated in more depth within 
each LM phase and with consideration for the factor of LM in health care it was 
associated with.  
Phase 1 LM earlier action-logics. The majority of participant use of early action-
logics was experienced by redefining participants (−43 instances) but was not unique to 
them. The level of significance of −2 stages highlights two participants assessed as being 
at the achiever level who displayed the diplomat action-logic; participants 28 and 30, 
both in response to Complexity of LM. 
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Note. LM = lean management; GLP = global leadership profile; FLMH = factor of lean 
management in health care; RS = receptivity of staff; CLM = complexity of lean 
management application process; PDB = problems defining benefits for all; CPS = 
complexity of the process or system needing improvement; OIS = organizational-
institutional state; TF = transforming; RD = redefining; AH = achiever; PART = 
participant, Earlier AL = earlier action-logic. 
 
Redefining participant display of earlier action-logics in Phase 1. Seven 
participants assessed as being at the redefining action-logic displayed earlier action-logics 
in response to multiple FLMHs. The FLMH most associated with use of earlier action-
logics in Phase 1 was complexity of LM (−15), learning best practices (−12) was also 
associated with counts of earlier action-logics across six participants, followed by 
complexity of the process and/or systems needing improvement (−8), organizational-
institutional state (−7), and problems defining benefits for all (−2). 
Transforming participant display of earlier action-logics in Phase 1. The 
participant assessed as being at the transforming action-logic, Participant 27, when 
compared to the other postconventional participants (redefining), was similar to 
Participant 9 with four instances of -2 action-logics, three of which were associated with 
the same FLMH (receptivity of staff, complexity of LM, and learning best practices). 
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Achiever participant display of earlier action-logics in Phase 1. Complexity of 
lean management (−7), learning best practices (−3), receptivity of staff (−2), problems 
defining benefits for all (−1), and complexity of the process and/or systems needing 
improvement (−1) were associated with minor instances of use of early action-logics for 
participants assessed as being at the achiever action-logic. Organizational-institutional 
state was not found to be associated with achiever participant use of earlier action-logics. 
Phase 2 LM Display of Earlier Action-Logics. Total count of instances of 
displays of early action-logics in LM Phase 2 was −64 total, the majority of which were 
found with complexity of LM (−20) and with redefining assessed participants (−42). 
Earlier action-logics were found across all FLMH, complexity of the process and/or 
systems needing improvement (−14), learning best practices (−13), receptivity of staff 
(−8), and problems defining benefits for all (−4).  
Study participants assessed as being at the achiever action-logic did not display 
earlier action-logics and seldom shared experiences with organizational-institutional 
state. Participants assessed as being at the redefining action-logic (n = 5) each displayed 
earlier action-logic –1 action-logic to the achiever action-logic as they encountered issues 
and experiences with organizational-institutional state. Table 14 includes counts and 





Table 14. Summary Counts and Means of Coding Participant Earlier Action Logics in 
LM Phase 2 
 
 
Note. LM = lean management; GLP = global leadership profile; FLMH = factor of lean 
management in health care; RS = receptivity of staff; CLM = complexity of lean 
management application process; PDB = problems defining benefits for all; CPS = 
complexity of the process or system needing improvement; OIS = organizational-
institutional state; TF = transforming; RD = redefining; AH = achiever. PART = 
participant, Earlier AL = earlier action-logic. 
 
Redefining participant display of earlier action-logics in Phase 2. Participants 
assessed at the redefining action-logic displayed more instances of earlier action-logics 
(−42) than did their achiever (−15) and transforming (-7) counterparts. The seven 
participants assessed as redefining displayed earlier action-logics with complexity of lean 
management (−15), complexity of the process or system needing improvement (−10), and 
learning best practices (−9). The least found display of earlier action-logics occurred with 
problems defining benefits for all (−5). The most significant display of earlier action-
logics occurred with Participants 9, 70, and 21 with complexity of LM; Participant 37 
with learning best practices; and Participant 15 with complexity of the process or system 
needing improvement. In each case, participants displayed the achiever action-logic. 
These participants ranged from 2–3 years’ experience with LM to more than 7 years’ 
experience with LM and worked on improvement projects in disparate areas.  
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Transforming participant display of earlier action-logics in Phase 2. Participant 
27, displayed earlier action-logics including the expert action-logic, three action-logics 
away from the assessed action-logic with the FLMH experience of the complexity of LM. 
This participant also displayed earlier action-logics with learning best practices and 
complexity of the process or system needing improvement. 
Achiever participant display of early action-logics in Phase 2. Participants 
assessed as being at the achiever action-logic displayed earlier action-logics across 
FLMHs (−15) except organization-institutional state (0). The greatest amount of display 
of earlier action-logics were associated with complexity of LM (−5), learning best 
practices (−4), and complexity of the process or system needing improvement (−4). One 
participant, Participant 49, display significantly earlier action-logics with learning best 
practices and complexity of the process or system needing improvement. This participant 
had 2–3 years’ experience with LM and was working on an improvement project within 
Information Services.  
Phase 3 LM display of earlier action-logics. Total display of earlier action-logics 
in Phase 3 (−48) was less than that of the prior phases. The majority of the display was 
associated with complexity of LM (−20) and learning best practices (−11), and the least 
was associated with receptivity of staff (−4), and problems defining benefits for all (−4). 
Complexity of the process or system needing improvement had five display counts across 
all participants.  
Redefining participants displayed earlier action-logics in greater count (−36) than 
did participants assessed as being at the achiever action-logic (−9) and the transforming 
action-logic (-3). Significant instances of display of earlier action-logics occurred with 
seven participants, assessed as being at redefining and transforming action-logics and 
displayed action-logics the achiever, expert, and diplomat action-logics.  
Redefining participant display of earlier action-logics in Phase 3. The majority of 
the display of earlier action-logics occurred in complexity of LM (−15) with participants 
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assessed as being at the redefining action-logics. With this FLMH, Participants 9, 21, and 
15 displayed significant use of earlier action-logics to the expert action-logic and 
participant 70 displayed the diplomat action-logic. Problems defining benefits for all was 
associated with the display of earlier action-logics for Participants 37 and 80, both of 
whom had more than 4 years’ experience with LM. Learning best practices was found to 
be associated with the display of earlier action-logics for Participants 9, 5, and 80. 
Organization-institutional state was associated with the display of significantly earlier 
action-logics for Participant 9. Participants 9, 80, and 37 displayed earlier action-logics 
with more than one FLMH: problems defining benefits for all, learning best practices, 
complexity of the process or system needing improvement and organization-institutional 
state.  
Transforming participant display of earlier action-logics in Phase 3. Participant 
27 displayed significantly earlier action-logics with the FLMH of complexity of LM.  
Achiever participant display of earlier action-logics in Phase 3. Participants 
assessed as being at the achiever action-logic did not display significantly earlier action-
logics in Phase 3, but all (n = 5) displayed earlier action-logics with complexity of LM 
(−5). Participant 8 displayed earlier action-logics with receptivity of staff (−1), 
Participants 28 and 8 displayed earlier action-logics with learning best practices (−1), and 
Participant 49 displayed earlier action-logics with complexity of the process or system 





Table 15. Summary Counts and Means of Coding Participant Earlier Action Logics in 
LM Phase 3 
 
 
Note. LM = lean management; GLP = global leadership profile; FLMH = factor of lean 
management in health care; RS = receptivity of staff; CLM = complexity of lean 
management application process; PDB = problems defining benefits for all; CPS = 
complexity of the process or system needing improvement; OIS = organizational-
institutional state; TF = transforming; RD = redefining; AH = achiever. PART = 
participant, Earlier AL = earlier action-logic. 
Finding 5 
GLP assessed experience highest for achievers across LM phases. 
Phase 1 GLP assessed experience. 
FLMH. During LM Phase 1, 13 participants were found to utilize their GLP-
assessed action-logic; however, no participant utilized his or her GLP-assessed action-
logic with all FLMHs. Participants’ GLP-assessed action-logic was shown more than 
other factors with receptivity of staff (7), and complexity of LM (9). The FLMH least 
found with participants’ assessed action-logics were problems defining benefits for all (4) 
and organizational-institutional state (4). Table 16 illustrates these findings and summary 
counts for each participant. 
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Table 16. GLP-assessed Experience in LM Phase 1 
 
 
Note. LM = lean management; GLP = global leadership profile; FLMH = factor of lean 
management in health care; RS = receptivity of staff; CLM = complexity of lean 
management application process; PDB = problems defining benefits for all; CPS = 
complexity of the process or system needing improvement; OIS = organizational-
institutional state; TF = transforming; RD = redefining; AH = achiever. PART = 
participant. 
Finding 6 
Participants with 4–5 years’ experience or more with LM utilized their GLP 
assessed action-logic the most in Phases 1 and 2. 
Participants. Participant 21, a senior executive with more than 7 years’ experience 
with LM who was assessed as being at redefining and working to improve facilities in the 
organization, and Participant 30, assessed achiever with 6–7 years’ experience with LM 
and working to improve patient safety in the organization, utilized their assessed action-
logic more than others in this phase.  
Participant 70, assessed as being at redefining and working in quality improvement 
to improve employee engagement, and with 2–3 years’ experience with LM, did not 
utilize the assessed action-logic at all. Participant 9 was also assessed as being at 
redefining and was a senior clinician executive working to improve palliative care with 
2–3 years’ experience with LM; the participants utilized the assessed action-logic just 
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once during this phase. These findings illustrate a possibility that, during LM Phase 1, 
years of experience with LM play a role in how likely participants are to exercise their 
assessed action-logic.  
Participants with GLP-assessed action-logics of achiever (n = 5) had a larger count 
of experience at their assessed action-logic (18) than did participants assessed as being at 
redefining action-logics (16) and transforming (2), potentially indicating an action-logic 
fit with the circumstances surrounding the training program and project work surrounding 
this phase. 
Phase 2 GLP-Assessed Experience. 
FLMH. During LM Phase 2, 12 participants were found to utilize their assessed 
action-logics but not in the experience of all six FLMHs. No single participant utilized 
his or her GLP assessed action-logic with all FLMH. Receptivity of staff (7), problems 
defining benefits for all (6), and complexity of LM (9) were FLMHs for which the 
participants’ GLP-assessed action-logic was shown more than other factors. The FLMH 
least found with participants’ assessed action-logics were organizational-institutional 
state (1) and complexity of the process or system needing improvement (1). Figure 17 
illustrates these findings and insights for each participant. 
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Table 17. GLP-assessed Experience in LM Phase 2 
 
 
Note. LM = lean management; GLP = global leadership profile; FLMH = factor of lean 
management in health care; RS = receptivity of staff; CLM = complexity of lean 
management application process; PDB = problems defining benefits for all; CPS = 
complexity of the process or system needing improvement; OIS = organizational-
institutional state; TF = transforming; RD = redefining; AH = achiever. PART = 
participant. 
 
Participants. Participant 80, assessed as being redefining, was a senior executive 
working to improve behavioral health with 4–5 years’ experience with LM. Participant 
40, assessed as an achiever, was a senior executive working to improve patient 
experience with 4–5 years’ experience with LM. Participant 30, assessed as an achiever, 
was a manager working to improve patient safety with 6–7 years’ with LM. All utilized 
their GLP-assessed action-logics more than others in this phase. Participant 9, a senior 
clinician executive with 2–3 years’ experience with LM and working to improve 
palliative care, and Participant 70, working in quality improvement to improve employee 
engagement with 2–3 years’ experience with LM, utilized their assessed action-logic less 
often than others in this phase. These findings illustrate a possibility that years of 
experience with LM influence how likely participants are to exercise their assessed 
action-logic in LM Phase 1. 
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Participants with GLP-assessed action-logics of achiever (n = 5) had a larger count 
of experience at their assessed action-logic (14) than did participants assessed as being at 
the redefining (12) and transforming (1) action-logics, potentially indicating an action-
logic fit with the circumstances surrounding the training program and project work 
surrounding this phase. 
Phase 3 GLP-assessed experience. 
FLMH. During LM Phase 3, 11 participants were found to utilize their assessed 
action-logic, but not in the experience of all six FLMHs. No single participant utilized a 
GLP-assessed action-logic with all FLMH. Complexity of LM (8) and learning best 
practices (5) were FLMHs for which participants’ GLP-assessed action-logic was shown 
the most. Table 18 illustrates these findings and insights for each participant. 
 
 
Table 18. GLP-assessed Experience in LM Phase 3 
 
 
Note. LM = lean management; GLP = global leadership profile; FLMH = factor of lean 
management in health care; RS = receptivity of staff; CLM = complexity of lean 
management application process; PDB = problems defining benefits for all; CPS = 
complexity of the process or system needing improvement; OIS = organizational-




Participants. Similar to Phase 2, Participant 9, a senior clinician executive with 2–
3 years’ experience with LM and working to improve palliative care, and Participant 70, 
working in quality improvement to improve employee engagement with 2–3 years’ 
experience with LM, utilized their assessed action-logic less than others in this phase. 
Additionally, Participant 21, assessed as being at redefining, a senior executive working 
to improve facilities in the organization with more than 7 years’ experience with LM, did 
not utilize an assessed action-logic in this phase. 
Participant 55, a clinician with 2–3 years’ experience with LM, experienced an 
assessed action-logic (redefining) more than other participants in this phase.  
Participants with GLP-assessed action-logics of achiever (n = 5) had a larger count 
of experience at their assessed action-logic (8) than did participants assessed as being at 
redefining (7) and transforming action-logics (2), potentially indicating an action-logic fit 
with the circumstances surrounding the training program and project work surrounding 
this phase. 
Finding 7 
Emergent growth associated with the complexity of lean management and 
receptivity of staff 
All of the study’s phases had few instances of display of emergent action-logics, 
later action-logics than those in the participants’ GLP assessments. Therefore, I noted 
cases of emergent action-logics as significant. These instances, though rare, occurred in 
Phase 1 with two participants: Participants 80 and 30. These participants utilized a later 
action-logic than what their assessments revealed that they had; in their assessments, 
Participant 80 had transforming action-logic, and Participant 30 had the redefining 
action-logic. For Participant 80, an emergent action-logic occurred with receptivity of 
staff and complexity of LM; for Participant 30 an emergent action-logic occurred with 
complexity of LM. Table 19 summarizes the emergent action-logic finding. 
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Table 19. Emergent Action-logic Experience in LM Phase 1 
 
 
Note. LM = lean management; GLP = global leadership profile; FLMH = factor of lean 
management in health care; RS = receptivity of staff; CLM = complexity of lean 
management application process; PDB = problems defining benefits for all; CPS = 
complexity of the process or system needing improvement; OIS = organizational-
institutional state; TF = transforming; RD = redefining; AH = achiever. PART = 
participant. 
Finding 8 
Use of the scoring matrix to identify a range of action-logics for each 
participant 
I created the coding matrix to identify instances when the participants used one of 
five action-logics in conjunction with FLMH. When combined with the GLP 
assessments, the action-logics’ summary counts were similar across participants assessed 
as having postconventional and conventional action-logics. Finding 6 states that years of 
experience with LM plays a role in the use of GLP-assessed action-logic, but, when I 
omitted years of experience and compared the summary totals, the coding matrix 
accurately identified the participants’ utilized action-logics based on their GLP-assessed 
action-logics. 
The participants assessed at redefining and transforming displayed earlier action-
logics in great amounts than did participants assessed at the achiever action-logic. Figure 
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Table 20. Summary Counts and Means of Coding Participant Earlier ACTION Logics, 
Assessed, and Emergent Action-logics 
 
 
I discovered that, in addition to using their assessed action-logics, all participants 
displayed a range of action-logics that were either emergent action-logics or action-logics 
that were one or two action-logics earlier than their GLP assessment. Participant range of 
action-logics were picked-up on by coding matrix as illustrated in Table 21. N/A 
indicates that no coding was identified in that phase and FLMH by applicable participant. 
Participants assessed at later action-logics utilized the widest ranges of action-logics, 
which is consistent with Finding 3. 
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Table 21. Range of Action-Logics That the Coding Matrix Identified 
Participant 27  
(Transforming) 
Phase 1 Phase 2 Phase 3 
 FLMH AL range AL range AL range 




Complexity of lean 
management 





Achiever, redefining Achiever Transforming 
Problems defining 
benefits for all 
N/A N/A N/A 
Complexity of the 
process or system 
Achiever, redefining Achiever Achiever, redefining 
Organization-
institutional state 
Redefining, transforming N/A N/A 
Participant 9  
(Redefining) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff Expert, achiever Expert, achiever Achiever 
Complexity of lean 
management 
Expert, achiever Expert Expert, achiever 
Learning best 
practices 
Expert, achiever Expert Expert 
Problems defining 
benefits for all 
N/A N/A N/A 
Complexity of the 
process or system 






Participant 28  
(Achiever) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff N/A N/A Achiever 
Complexity of lean 
management 
Diplomat, expert, achiever Expert, achiever Expert, achiever 
Learning best 
practices 
Expert Expert, achiever Expert 
Problems defining 
benefits for all 
Expert N/A N/A 
Complexity of the 
process or system 
N/A Achiever N/A 
Organization-
institutional state 
N/A N/A N/A 
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Table 21 (continued) 
 
Participant 8  
(Achiever) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff Expert, achiever N/A Expert 
Complexity of lean 
management 
Expert, achiever Expert, achiever Expert, achiever 
Learning best 
practices 
Expert N/A Expert 
Problems defining 
benefits for all 
N/A Expert N/A 
Complexity of the 
process or system 
Expert, achiever N/A N/A 
Organization-
institutional state 
N/A N/A N/A 
Participant 70  
(Redefining) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff Achiever Achiever N/A 
Complexity of lean 
management 
Expert, achiever Diplomat, expert, achiever Diplomat, expert, achiever 
Learning best 
practices 
Expert, achiever N/A N/A 
Problems defining 
benefits for all 
N/A N/A N/A 
Complexity of the 
process or system 
N/A N/A N/A 
Organization-
institutional state 
N/A N/A N/A 
Participant 49  
(Achiever) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff N/A N/A N/A 
Complexity of lean 
management 
Expert, achiever Expert, achiever Expert, achiever 
Learning best 
practices 
Expert Diplomat N/A 
Problems defining 
benefits for all 
Achiever N/A N/A 
Complexity of the 
process or system 
Achiever Diplomat Expert 
Organization-
institutional state 
Achiever N/A N/A 
  
99 
Table 21 (continued) 
 
Participant 40  
(Achiever) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff Achiever Achiever N/A 
Complexity of lean 
management 
Expert, achiever Expert, achiever Expert, achiever 
Learning best 
practices 
Achiever Expert, achiever Achiever 
Problems defining 
benefits for all 
N/A N/A N/A 
Complexity of the 
process or system 
Achiever N/A N/A 
Organization-
institutional state 
N/A Achiever N/A 
Participant 55  
(Redefining) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff 
Expert, achiever, 
redefining 
Expert, achiever, redefining Achiever 
Complexity of lean 
management 
Achiever Achiever Achiever, redefining 
Learning best 
practices 
Redefining Achiever Achiever 
Problems defining 
benefits for all 
N/A Achiever N/A 
Complexity of the 
process or system 
N/A Achiever Achiever 
Organization-
institutional state 
N/A N/A Achiever 
Participant 5  
(Redefining) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff Achiever Achiever, redefining N/A 




Achiever Achiever, redefining 
Learning best 
practices 
Achiever Achiever Expert, achiever, redefining 
Problems defining 
benefits for all 
N/A Achiever N/A 
Complexity of the 
process or system 
N/A Expert, achiever N/A 
Organization-
institutional state 
N/A N/A N/A 
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Table 21 (continued) 
 
Participant 21  
(Redefining) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff Redefining N/A N/A 




Expert, achiever, redefining Expert, achiever 
Learning best 
practices 
Expert, redefining Redefining N/A 
Problems defining 
benefits for all 
N/A N/A N/A 
Complexity of the 
process or system 
Expert, redefining Achiever N/A 
Organization-
institutional state 
N/A N/A N/A 
Participant 37 
(Redefining) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff N/A N/A N/A 
Complexity of lean 
management 





Expert, achiever, redefining Achiever 
Problems defining 
benefits for all 
Achiever N/A Expert, achiever, redefining 
Complexity of the 
process or system 
Achiever Achiever Expert, achiever 
Organization-
institutional state 
Achiever Achiever N/A 
Participant 15  
(Redefining) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff Achiever N/A N/A 
Complexity of lean 
management 
Achiever, redefining Achiever, redefining Expert, achiever 
Learning best 
practices 
Achiever N/A Achiever 
Problems defining 
benefits for all 
N/A Redefining N/A 
Complexity of the 
process or system 
Expert, achiever, 
redefining 
Expert, achiever Redefining 
Organization-
institutional state 
Achiever N/A Achiever 
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Table 21 (continued) 
 
Participant 80  
(Redefining) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff Redefining, transforming Achiever N/A 




Achiever, redefining Achiever 
Learning best 
practices 
Expert, redefining Achiever Expert, achiever, redefining 
Problems defining 
benefits for all 
N/A Achiever Expert 
Complexity of the 
process or system 
Achiever Redefining N/A 
Organization-
institutional state 
N/A Achiever N/A 
Participant 30  
(Achiever) 
Phase 1 Phase 2 Phase 3 
FLMH AL range AL range AL range 
Receptivity of staff Achiever Expert N/A 
Complexity of lean 
management 
Diplomat, expert, achiever, 
redefining 
Expert, achiever Expert, achiever 
Learning best 
practices 
Achiever Achiever N/A 
Problems defining 
benefits for all 
Achiever Achiever N/A 
Complexity of the 
process or system 
Achiever Expert N/A 
Organization-
institutional state 
N/A N/A N/A 
 
Note. FLMH = factor of lean management in health care; AL = action-logic; N/A = Not 
Applicable. 
Summary of Findings 
I used RQ1 and RQ2 as guides to discover eight research findings across the three 
phases on LM, 14 research participants, five action-logics, and six FLMHs. These 
findings are exciting and illustrate that the majority of participants’ descriptive 
experiences with the complexity of LM and learning best practices FLMHs matched the 
characteristics of the achiever action-logic. The participants’ experiences in the FLMH 
categories may make intuitive sense, as the participants were engulfed in a nine-month 
LM Black Belt learning program within the studied organization that centered on the 
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completion of an LM A3 problem-solving project. Furthermore, most participant 
experiences at the achiever action-logic, regardless of the GLP-assessed action-logic that 
the participants scored at, indicate the participants’ motivation for achieving project 
results as opposed to facilitating local, departmental, and organizational transformations.  
Not all participants experienced LM and their LM projects in the same way. The 
participants that were assessed at the redefining and transforming action-logics 
experienced the most instances of learning best practices and the most display of earlier 
action-logics, and the participants that were assessed with the achiever action-logic 
utilized their assessed action-logic and experienced the FLMH of complexity of LM more 
than the other participants did. The participants’ years of experience with LM also played 
a role in the degree to which they utilized their assessed action-logics in LM Phases 1 and 
2, regardless of their assessed action-logics.  
The emergent use of action-logics potentially provides evidence of development 
opportunity. I seldom discovered these experiences; however, these instances may show 
that LM can potentially facilitate vertical adult development rather than skill-based 
horizontal professional development. These emergent experiences occurred with two 
participants and two FLMHs, receptivity of staff and complexity of LM.  
The overall findings illustrate that Phase 1 of LM is crucial for meaning-making 
for the leader of LM improvement work and that subsequent phases of LM can 
significantly impact the leaders’ experiences in terms of FLMH or range of action-logics. 
These findings could prove useful for assessing the degree to which participants perceive 
their roles as Black Belts within the organization as being either to facilitate 
transformation or to achieve project results. They could also add to discussions about LM 
in health care in terms of project results, organization and industry transformations, and 





How do improvement leaders in academic health care organizations describe their 
LM implementation experiences? The majority of their descriptions involve the achiever 
action-logic, experiences closely associated with LM application complexity and the act 
of learning best practices for their leadership. How do the experiences with LM in health 
care vary as a function of the improvement leader’s action-logic? For the most part, their 
experiences with challenges and barriers to implementation are similar; however, three 
participants’ assessed action-logics have different approaches to those challenges. Why 
might this be? 
To begin with, the findings to the two research questions were related. For 
instance, in RQ1’s Finding 1, I discovered that, across the study’s phases, the qualitative 
codes’ totals were primarily associated with the achiever action-logic, although the GLP 
did not assess all the participants at the achiever action-logic. For RQ2’s Finding 5, I 
found that the GLP-assessed experiences were highest for those assessed at the achiever 
action-logic; and in RQ2’s Finding 4, I discovered that the total counts of instances where 
participants acted from earlier action-logics than they were assessed by the GLP at was 
greatest for those assessed at redefining and transforming action-logics and the action-
logic they most acted from was the achiever action-logic. The findings suggest the 
veracity of the achiever action-logic to make sense of LM and take action with it more 
than other action-logics in this study. Together with the other findings, this points to the 
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idea that the achiever action-logic is the most-effective action-logic with LM project-
based improvement work. This can be seen as a triumph of the achiever action-logic in 
this study. Every triumph also has a loss, and this loss may have been the leadership 
support and development of the later action-logics across the training program and within 
the organization as well as missed opportunities to leverage the insights of later action-
logics.  
Finding 1 
Overall descriptions of experience match most with the achiever action-logic 
and with complexity of lean management and learning best practices. 
As the participants traversed the three phases of LM with the A3 problem-solving 
format across nine months of work within the organization, the achiever mind-set—a 
mind-set that tends to include a focus on results and prioritization and an interpersonal 
style of being conscious of the importance of communication—was prominent across the 
collective experiences of all 14 participants. The GLP assessed five participants as being 
at this action-logic, and these participants may have been most comfortable with the 
demands placed on them; however, nine other participants had the capacity to reason in 
more complex ways yet often didn’t. 
Finding 1 suggests that the participants worked to achieve project closure and learn 
new methods for achieving the results that they were asked and empowered to realize. 
The total coding counts for experience were greatest for the complexity of LM and 
learning best practices FLMHs across all three phases; the fact that the study took place 
during a learning program in which participants both applied and learned about LM can 
explain this. Problems defining benefits for all and organizational-institutional state were 
the least-noticed FLMHs across all three phases and participants; the participants and 
their improvement teams’ knowledge of the organizational endorsement and support for 
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LM can explain this finding. Tendencies of adult meaning-making systems to oscillate 
and flex according to environmental demands can explain the overall tendency of 
participants assessed at later action-logics to use earlier action-logics and in some rare 
cases new emergent and later action-logics as discovered with finding 7.  
The actions of participants in the study can be viewed as reactions within an 
expanding and contracting sphere of experiential factors including and not limited to the 
three phases of LM application, dynamics of their project teams, time management, 
variable contextual factors experienced during the project, awareness and reconciling of 
personal leadership behaviors, and goal-setting and prioritization. How any one leader 
reacted and embodied one or more of the five action-logics can be seen as more than the 
sum of their assessed action-logic, but rather as reactions and adaptations to what they 
viewed, experienced and understood.  
Expanding and Contracting Action-logics 
The theory of action-logics is often presented and interpreted as hierarchical; a 
step-wise progression-up, whereby leaders advance sequentially to new central modes of 
perspective taking and meaning-making. This frequent interpretation of action-logics and 
adult development can be helpful and limiting; helpful for understanding stages of adult 
development and limiting to the understanding of the dynamisms of developmental 
growth leading to a view that doesn’t appreciate the uniqueness and the continuum of 
development present in each leader. Development rarely occurs in a straight line and is 
complex, comprised of multiple interconnected and interacting feedback loops of 
experience that dip, dive, and soar with the uniqueness of each individual’s disposition, 
traits and experience. The image of an expanding and contracting sphere may be more 
appropriate than a one-way elevator-up, the ranges of meaning-making and actions a 
leader may embody at any one time offer only a glimpse into their mindset’s center-of-
gravity. The findings and examples contained in this study should not be understood as 
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rigid categorizations of LM and leadership action-logics but rather viewed as examples of 
leaders expanding and contracting their perspective capabilities with context. 
Purpose and Intent of LM and the Black Belt Program 
Due to the program’s criteria and the health care industry’s competitive and merit-
based nature, it may be reasonable to conclude that—regardless of their GLP-assessed 
action-logics—the participants’ experiences matched those of the achiever action-logics 
and that those assessed at later action-logics found the achiever action-logic to have the 
most utility for what needed to be done within the confines of the Black Belt program. 
Were there common problems associated with LM implementation across these 
improvement leaders?  Yes, and they resemble achiever-like challenges, these challenges 
were time management, awareness and reconciling of personal behaviors, and goal-
setting and prioritization and were common amongst participant descriptions throughout 
the three phases. Is it a problem that the majority of participants acted from the achiever 
action-logic? The answer to this question may depend on the responders’ purpose and 
intent of applying LM in health care.  
For many LM is a means to an end, a means to results, a means to alleviate the 
operational suffering of a department, hospital unit or institute. Published results of LM 
in health care demonstrate this (Brandao de Souza, 2009; Burgess & Radnor, 2013; 
Poksinska, 2010). Yet as this manuscript began, the context of health care in the U.S. and 
in the western world is often presented as both a local and a nation problem and as having 
festered and persisted despite years of effort and loud calls for action (Berwick & 
Hackbarth, 2012). What can be seen to be needed is less strategic objective-driven 
practicality and more consciousness raising, industry and paradigm aware nuanced 
actions. Conversely, this organization’s LM program is not alone on its emphasis on the 
development of practitioner LM skills sets, tools, methods and strategies. Lean learning 
and Black Belt certificate programs are well known for including skill, method and tool-
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based characteristics (Sreedharan & Raju, 2016). In the theory of action-logics, these 
characteristics resemble first and second territories and perhaps third territories of 
experience. The lure of successful results realized through tool-based augmentations to 
processes are often more attractive than the shifting of perspectives that is necessary to 
apply and relearn organizational principles. Relearning and questioning principles and 
assumptions of work is associated with the third territory; to be aware of one’s own 
thinking. Further yet not currently a popular field of learning within LM in health care or 
industry is learning from intentional awareness of three territories of experience 
simultaneously as one would with awareness of the fourth territory of experience. The 
fourth territory of experience is associated with triple loop learning – alignment or 
misalignment of self, group and organizations (1st, 2nd and 3rd person points of view). 
Territories of experience as well as single, double and triple loop learning aren’t 
traditionally focused on within learning of LM in health care.  
Leaders in this study were focused locally as the demands of their learning 
program asked of them, the leaders in this study were also measured at relatively rare 
action-logics compared to samples of working adults in the United States which contain 
90% conventional action-logics and only 7% postconventional action-logics (Torbert, 
2006). This sample contained 36% conventional and 64% postconventional. Participants 
were curious about LM augmentation, dynamic in their engagement with a wide range of 
staff, creative in sustainment and effective at shifting through prioritization. They took 
action largely by twisting and turning the kaleidoscope of their contexts and orienting to 
the achiever and expert action-logics as means to effectively implement LM. Is this bad? 
No. Is this limiting? Perhaps. 
Most LM organization-wide approaches achieve modest results despite years of 
effort (Emiliani & Stec, 2005). Outside of the confines of this study, managers’ 
descriptions of LM tend to be tool-based improvement, as opposed to principle- and 
behavioral-based. LM in health care when applied as principle-based and applied 
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systemically; underpinning all work in an area and reliant on leadership involvement and 
support is successful in the long-term (Womack & Miller, 2005). Nine of the 14 
participants in this study were assessed a later action-logics, research on the impact of a 
leader’s action-logic has shown that individuals with later action-logics are more skilled 
at recognizing and managing more complex organizational problems as well as at 
engaging and inquiring with other employees (Fisher & Torbert, 1991; Rooke & Torbert, 
1998). This study discovered more examples of leadership behaviors that were supportive 
of team inquiry and engagement from participants assessed at the redefining and 
transforming action-logics than those assessed at the achiever action-logic, yet redefining 
and transforming assessed participants chose to act from the achiever action-logic most of 
the time, associating the complexity of LM and learning best practices as achiever action-
logic centric for them.  
Stating that they ignored opportunities to apply principle-based, systemically 
sustainability opportunities to learn about and perhaps better align themselves, their 
teams and the organization may be an overgeneralization; however, documenting that 
their descriptions matched most with the achiever action-logic is adequate for describing 
their leadership and what they chose to learn about most often in this context – improving 
performance.  
The participants in the study agreed to be a part of a learning program that had 
requirements, they met these requirements during the time frame of this study and chose 
to think and act accordingly. The implications of the requirements of the program may 
have driven the action and meaning-making more than the participants themselves. The 
Black Belt program’s criteria may have related to the achiever action-logic’s 
characteristics more than those of the postconventional later action-logics. Measuring 
organizational, departmental, and institutional change was not a focus of this study, the 
participants’ projects, or the Black Belt program; rather the individual’s internal 
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experiences were of interest to the study, and the participants’ project goals were of 
interest to the program and organization. 
All participants had a goal orientation and had to prioritize events, ideas, tactics, 
and their work throughout the nine months of the Black Belt Program. What differed 
between participants assessed under the three action-logics is the degree to which 
multiple levels of awareness were included in their experience of leadership. By looking 
at their ambition regarding project closure and prioritization of project success from each 
of the three assessed action-logics, it is possible to see the complexity and perspectives 
amplified through progression from achiever to transforming. 
Finding 2 
Participants at the transforming, redefining, and achiever action-logics 
experienced certain FLMHs more often. 
When discussing their experiences participants differed in their summaries of 
action. When these summaries were coded with FLMH, factors that were malleable were 
documented with greater counts for participants assessed at later action-logics. These 
factors included learning best practices, complexity of process or system needing 
improvement, organizational-institutional state and receptivity of staff. The more 
complex a mind-set is, the more likely a person is to notice institutional issues that may 
spur change (Voronov & Yorks, 2015) and these factors can all spur change when 
considering individuals, teams, and the organization. For redefining participants, changes 
associated with these factors of LM included creating new methods and augmentations to 
LM, creating variations and unique approaches to goals, and pointing out incongruences 
with strategic planning. Whereas for the transforming assessed participant they lead to 
increased presence in the operations of the hospitals assigned for improvement, increased 
interactions with staff and generation of implementation plans that transcended 
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organizational hierarchies and extended well beyond the duration of the Black Belt 
program.  
Ambiguity 
Instances of accepting ambiguity were more common across redefining assessed 
participants, these instances can be summarized with the expressions of participants in 
their own words; “just letting it ride,” “morphing goals overtime,” and using a motto of 
“we don’t know what we don’t know.” This observation may be consistent with the 
comfort with ambiguity that has been found with later postconventional action-logics 
(Nicolaides, 2008). The presence of ambiguity across all participants wasn’t coded 
greatly enough to warrant a finding by itself however the tendency of redefining assessed 
participants to discuss learning best practices and learning insights from ambiguity was 
comparatively larger than that of achiever action-logics. Ambiguity was encountered by 
achiever assessed participants and seems to have spurred use of earlier action-logics as 
will be discussed with research finding 4.  
Receptivity of Staff 
Persons constructing action at the transforming action-logic increasingly appreciate 
that they are exercising forms of power with others in each social interaction (Torbert, 
2006). Leaders assessed at the transforming action-logic are theorized to have the 
capacity to recognize that all action either facilitates or inhibits ongoing transformational 
change. Although the transforming assessed participant may not have enacted these 
characteristics throughout the study an indicator of theses capacities is seen in the greater 
count of coding of experience with the FLMH of receptivity of staff. Receptivity of staff 
was defined as the experience of willingness of staff to engage with improvement work 
and LM. The greater count associated with participant 27, could be due to the 
participant’s propensity to enact inquiry and mutuality with integrated awareness of 
multiple levels of ongoing development for the individual, team, and organization or put 
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simply, a tendency to invite others to ask questions, frame issues, and trial things 
together.  
Complexity of LM 
Defined as experiences relating to working with A3 problem-solving methods and 
LM philosophies and principles. Participants assessed at redefining and transforming 
action-logics tended to recount organizational principles, values, and ambiguity 
associated with improvement work, whereas participants assessed at the achiever action-
logic recounted learning from goals, LM tools and outcomes. This difference may be due 
to the meaning making systems of later action-logics as including both the capacity of 
earlier action-logics and as including tendencies to be attuned to more territories of 
awareness including, complex reasoning, intra and interpersonal insight, purposeful 
intents related to departmental, organizational and institutional strategies and multiple 
drivers of process and system complexity (Torbert, 2006).  
Achievers didn’t display instances when they wanted to question the beliefs of 
people, departments or theories. For them that may not have been the most strategic way 
of improving the very real immediate needs of health care. Full expression of the 
achiever action-logic in the sense of the complexity of LM was about goal obtainment 
and prioritization and was an excellent way to achieve the requirements placed on them.  
Across the study the complexity of LM was the most prevalent factor for 
participants assessed at the achiever action-logic and they searched for or utilized a 
mastery methodology in relation to LM. Feasibility, rationality, and practicality were 
paramount for the achiever assessed participants. This relates to what is known about the 
achiever action-logic particularly in terms of the focus on the one to three year time 
frame, and the creative juggling of shorter time horizons.  
Those with later action-logics, described and applied LM more systemically and 
collaboratively which was also consistent with what is known about the transforming and 
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redefining action-logics. In interviews with participants assessed at later action-logics, the 
participants discussed LM concepts more deeply, creating new methods and engaging 
with and understanding the motivations and perceptions of the people they were working 
with. Where a participant assessed under the achiever action-logic saw a need to engage 
with stakeholders, staff, and team members on the critical path to improvement, 
redefining and transforming participants, particularly Participant 27 under the 
transforming action-logic, saw engaging with people as equally important to results and 
as paramount to their role in the organization. Participant 27’s remarks about LM shows 
evidence of intentions to pursue multiple ends, the drive to achieve, the curiosity to 
explore, and efforts to relate and develop. Participants assessed at the redefining action-
logic remarks speak to the importance of the human experience and human relationships 
as distinguishable fields of participant learning, separate but relatable to their 
improvement efforts. 
Finding 3 
Total FLMH counts and participant challenges differ by LM phase. 
As with adult development, the application of lean management and quality 
improvement is rarely if ever linear and predictable. It would be surprising to discover 
the same coded count of FLMH experience across phases and participants. Finding 3 
illustrates the diversity of participant contextual experience. Finding 3 found that coded 
counts of experience varied by application of and phase of LM which can be expected 
with varying project focus areas and contextual issues.  
This finding was mostly likely due to a variety of causes in addition to participants 
assessed action-logics, including ranges of participant experiences, ranges of action-
logics used by participants, and ranges of contexts of improvement projects during the 
study, and varying durations and verbosity of participants during interviews. Complexity 
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of LM, learning best practices, complexity of the process or system needing improvement 
were consistently the greatest three FLMH experienced by participants across the phases 
of the study. However as discussed this looked different depending on participants 
assessed action-logics. 
Finding 4 
Individual shift of action-logics in response to LM Phase and FLMH: 
Participant display of earlier action-logics. 
What participants actively noticed, described, reflected and acted upon was tied to 
their action-logic in a sense of returning to and operating from a center-of-gravity across 
their day-to-day lived experience. What varied by participant assessed action-logic was 
the range of displayed action-logics. It is likely that individuals actively chose to use 
earlier action-logics to perform with the context of learning to apply LM within time 
constraints within a busy organization where they had multiple responsibilities including 
full-time occupations that involved operational leadership and executive oversight of care 
of numerous patient populations. Instances where leaders displayed earlier action-logics 
may have included stress but were not reported by participants as stressful, fatiguing or 
distressing and cannot therefore be directly associated with the researched tendencies of 
adults to experience action-logic fallback during such times (McCallum, 2008). The use 
of earlier action-logics in many ways should be seen as examples of fluidity in leadership 
development (Herdman-Baker & Wallis, 2016).  
Viewing participants’ approaches to challenges from the oscillating developmental 
sequence of achiever-redefining-transforming illustrates the increasing horizons and 
depths of experience provided by each successive action-logic. All participants chose to 
react to time management, goal realization, and performance improvement yet they did so 
in different fashions. For achiever participants, emphasis was on results orientation and 
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the self-control of LM improvement work and LM mastery; the redefining participants 
were focused on the utilization of the perceptions and motivations of others, LM 
augmentation, and multiple tangential orientations, including a tolerance for ambiguity. 
The transforming participant was systemically oriented and integrated aspects of self- and 
inter-relations with others, utilizing long-term co-established and multi-hierarchical 
views on improvement and development.  
Achiever Assessed Participants 
Key events that were associated with coding of assessed achievers with earlier 
action-logics surrounded self-imposed mandates to learn to use tools, experience of a lack 
of a current process and process ambiguity, self-realization that success is not determined 
by them alone, dependence on experts for advice and expertise to get the work done, and 
demonstration of data to show the scale and the scope of the improvement and to 
convince others to act. Most instances are illustrative of actions-taken with craft mastery 
and essentially to act from the expert action-logic. Less often achiever participants would 
act from the diplomat action-logic and when they did, they did so to fit in with the larger 
class discussions during learning sessions, acquiescing to group consensus with 
implementation plans, and making sure they were “getting it right” by checking with 
persons in status positions.  
Redefining Assessed Participants 
Participants assessed at the redefining action-logic shifted to the achiever action-
logic in learning how to use new LM tools and methods and in application and they 
appeared to be aware of trying to step away from a more project-based attitude and line 
of thought around LM. Without explicitly using action-logic or developmental terms they 
described acts of “catching themselves” and “falling into traps” or cognition. Key events 
that were associated with coding of assessed redefining participants with earlier action-
logics were: challenges of gaining alignment and consensus across the team, use of 
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factual data to persuade and motivate, and use of constant positive feedback to their 
teams. Instances included nuanced use of evidence, and increased inquiry to influence 
and persuade others of what to do next in the project, an awareness of consciously 
“falling into traps” when acting predominantly as a project manager as opposed to a 
coach and support for others, viewing LM as overly project-based and not as driven by 
deeper principles and assumptions, and immediacy of application of new LM tools. These 
observations echo characteristics of redefining leadership, as possessing a sense of 
multiple action-logics and of interaction between outcome and process and use of 
authority through influence.  
Transforming Assessed Participant 
The participant assessed at the transforming action-logic embodied earlier action-
logics during all of the study’s phases as their colleagues did. When contemplating 
action, they sought and acted to facilitate vigilance of maintaining focus. For them as 
with others, the challenge of time may have been a trigger for using the achiever action-
logic. In response to the semistructured interview question “What challenges, if any, have 
you experienced?” Participant 27—who was assessed at the transforming action-logic 
and led the improvement of regulatory compliance—remarked, “Having the head space 
to be able to sit down because this stuff is, just like in any project, you need the time.” 
Participant 27 described addressing this time challenge by “riding in the car and thinking 
about what’s the next logical step.” Participant 27’s strategy for addressing the challenge 
of finding time is not necessarily more complex that of their counterparts assessed at the 
achiever and redefining action-logics, but it is somewhat integrative and unique and 




GLP assessed experience highest for assessed achievers across LM phases. 
The five participants with achiever assessed action-logics were more likely than the 
other nine participants to be coded with experiences matching the achiever action-logic. 
This finding further validates finding 1 that the majority of leadership experience in this 
context fits with the achiever action-logic. The achiever action-logic was in ways the 
most suitable for this context. The context was transactional and results oriented and 
leaders with this action-logic fit-in well as they worked to achieve and work strategically 
to improve processes within their departments and organizations. Principles of LM that 
resonated with them surrounded improvement and re-disbursing workloads within the 
departments they were improving, use of visual management to manage teams, and the 
use of reliable solutions that served people and process. 
Finding 6 
Participants with 4–5 years’ experience or more with LM utilized their GLP 
assessed action-logic the most in Phases 1 and 2. 
Participants with four or more years of experience with LM utilized their GLP-
assessed action-logics more than the other action-logics in LM Phases 1 and 2, and those 
with fewer than 4 to 5 years of experience utilized their assessed action-logics less than 
the other action-logics in this phase. 
Several participants’ descriptions of experiences correlated with the assessed 
action-logic and may have been influenced by their number of years of experience with 
LM, particularly during Phases 1 and 2. During these phases, participants 21 (redefining), 
80 (redefining), 40 (achiever), and 30 (achiever) utilized their assessed action-logics the 
most, and Participants 70 (redefining) and 9 (redefining) utilized their assessed action-
logic the least. 
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LM Phase 1 
It may stand to reason that those with more experience leading, supporting, 
coaching, or consulting on LM projects would be most familiar with this phase and 
therefore less likely to experience leadership as in any way threatening or disorienting to 
their sense of power and more likely to act from a center-of-gravity most germane to how 
they operate from day-to-day, in other words, their GLP assessed action-logic. Participant 
21, assessed under the redefining action-logic, was a senior leader in the organization and 
had enjoyed more than 7 years’ experience with LM. Conversely, Participant 70, also 
assessed under the redefining action-logic, had 2-3 years of experience with LM and held 
a position in the organization with less formal authority than Participant 21. Potentially 
because of less experience leading, supporting, coaching and consulting a team, 
Participant 70 may have experienced leadership in this phase as unfamiliar and may have 
acted from an earlier action-logic (achiever) and most likely an action-logic through 
which they had more experience leading projects instead of how they normally view the 
world as assessed by the GLP. In a environment with others who had more LM 
experience and had more executive authority in the organization, a conscious decision to 
leverage the diplomat, expert and achiever action-logics may have been made 
strategically by participants with less years of experience with LM. 
LM Phase 2 
With regard to LM and technical application of A3 problem-solving, there was a 
lot going on; validating analysis, constructing solutions, delegating who does what when, 
and potentially implementing changes that impact patients and other stakeholders. 
Participants 9 and 70, both assessed under the redefining action-logic, were not coded 
with their assessed action-logic in this phase, perhaps due in part to their unfamiliarity 
with leadership as compared to Participants 80, assessed as redefining, and 40 and 30, 
both assessed as achiever and coded with the assessed action-logics the most. Participants 
80, 40, and 30 had more than 4–5 years of experience with LM, indicating that this may 
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be a threshold at which the utilization of a leader’s assessed action-logic blossoms the 
most in terms of leadership and application of LM.  
Finding 7 
Emergent growth associated with the complexity of lean management and 
receptivity of staff. 
As discussed, participants may possess an assessed action-logic as their dominant 
way of knowing yet can exercise other action-logics due to context. In response to events 
and circumstances several participants utilized later action-logics and that were new and 
emergent. Finding 7 illustrates several opportunities for the expression of new emergent 
action-logics from participants in the presence of two FLMH, Receptivity of Staff and 
Complexity of LM, during Phase 1. Participants 80, assessed under the redefining action-
logic, and 30, assessed under the achiever action-logic, had 4–5 years of experience with 
LM, lending credence to the possibility of 4–5 years of LM being a threshold for the full 
blossoming of action-logics with LM and the emergent use of a new action-logic with 
LM in Phase 1.  
Participant 80 
Participant 80, a senior executive in the organization leading improvement work in 
behavioral health, was coded with an emergent action-logic with FLMH of Receptivity of 
Staff and Complexity of LM. The emergent action-logic was transforming. As Participant 
27 was coded the most with the FLMH of Receptivity of Staff, being attuned to and using 
receptivity of staff to facilitate and lead change may be a LM strength of the transforming 





Participant 30, a manager in the organization leading improvement work within 
patient safety, was coded with an emergent action-logic (redefining) with the FLMH of 
Complexity of LM. This later action-logic was coded during a phase 1 interview in which 
the participant was discussing coaching other team members: 
Sometimes as a Lean coach, you're not actually writing down, and 
taking the tools, and working them out, but you're pulling those concepts, 
and looking at them. That's the basis by which you're asking your questions. 
In this instance, the participant questions LM concepts and methods in ways similar to 
those assessed at the redefining action-logic; looking at them, questioning them, and 
questioning their augmentation. This raises the possibility that the act of coaching others 
may be an impetus for leadership action-logic development. 
Finding 8 
Use of the scoring matrix to identify a range of action-logics for each 
participant. 
This research was carried out by a practitioner of LM in health care with significant 
experience coaching teams, individuals, and other coaches of health professionals in the 
use of LM for health care improvement. The coding matrix went through several 
iterations with a manager in the organization before the research proposal, with three 
developmental categories instead of action-logics, with four (and then five) action-logics, 
and with validation from a trained GLP coder, and it was used as a filter of experience for 
42 in-person interviews, illustrating its potential for further practical use. The coding 
matrix produced a range of action-logics used by participants with six FLMH across three 
phases of LM. Traditionally, practitioners of LM and coaches of other practitioners and 
health care professionals do not focus on developmental action-logic coaching, yet LM 
literature does identify complementary leadership traits as necessary for working with 
LM (as discussed in Chapter 2). The coding matrix offers a structural guide for 
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prospective coaches to utilize for developmental action-logic coaching among health care 
professionals as they lead and learn about LM.  
Discussion Summary 
The researched interest of LM in health care and in this organization was to 
investigate it as systemic principle-based approach to health care change. All three 
assessed action-logics had insights to bear on the research intent. Participants’ approaches 
to commonly experienced challenges varied by action-logic. The descriptions of 
experience provided by later action-logics may sound appealing and may have utility for 
departmental or organizational transformation yet were largely not relied upon by these 
participants in this study. The achiever action-logic was the most veracious for 
accomplishing LM project work desired by structure of the learning program. LM was 
viewed here primarily as objective driven, this finding has implications for the future of 
the Black Belt program internal to the organization and for others designing LM learning 
for health care professionals. 
Research finding 1 demonstrates that leaders experienced the application of LM as 
based on the complexity of LM application process and on learning best practices. For 
the most part these two factors of LM in health care prevailed across the phases of the 
study and were associated with the achiever action-logic which was helpful for achieving 
project results. Finding 2 discovered that leaders assessed with the achiever action-logic 
noticed the FLMH of complexity of LM more than others, while leaders assessed at the 
redefining and transforming action-logics noticed factors of learning best practices and 




The coding of experience by action-logic and FLMH lead to developmental 
insights and leadership experiences that were for the most part consistent with use of 
earlier action-logics by leaders assessed at later action-logics; finding 4. Finding 5 offers 
validation for the achiever action-logic in the context of project-based learning of LM; 
the leaders assessed with the achiever action-logic were coded with the most use of the 
achiever action-logics and the achiever action-logic was found to a great extent across all 
participants.  
Several instances of use of later action-logics by leaders assessed at earlier stages 
were also found, finding 7. Taken together findings 4, 5, and 7 provide examples of a 
dance of development where leaders assessed at any one action-logic shifted, moved, and 
adapted action with their sensed awareness. It is important to note that a consistent shift 
or use of the achiever action-logic may not comply with the industry expectations of LM 
as a transformative platform where challenging assumptions and principles of health care 
are accomplished through synthesizing stakeholder value and input, and where 
employees are empowered to question and improve their work as supported by 
organizational principles deeply understood by leaders.  
LM Leadership and Action-Logics 
The findings identified that leaders with greater capacities for reflection and 
meaning-making are those with later action-logics and that they described their 
applications of LM more systemically and collaboratively. According to Poksinska, 
Swartling, and Drotz (2013) and others the daily work of lean leaders should include 
commitment to self-development, propensity to coach and develop others, support for 
daily improvement, and the ability to create vision and align goals. The findings of this 




Participants with 4-5 years’ experience or more utilized their assessed action-logic 
the most in phases 1 and 2. Could 4-5 years of experience with LM be a threshold for the 
full expression and use of a leaders’ action-logics with LM? This is unknown and could 
lead to further research and discovery. 
Taken together these findings show a tension and an appreciation for the achiever 
action-logic and the redefining and transforming action-logics. This is between 
assimilating LM methods and strategies to achieve complex change in complex 
environments and allowing space for accommodating and reflecting on LM with existing 
ways of knowing and exploration of individuals, teams, and organizations to create 
something new.  
Ultimately an appreciation of all action-logics and all ways of understanding and 
applying LM may be what is most beneficial for health care organizations applying LM. 
Coaches and developers of leaders could be made aware of the tendencies of individuals 
to consciously drift to earlier action-logics with LM especially when asked to accomplish 
work within time constraints. When this happens, leaders assessed under the achiever 
action-logic can utilize the action-logics of expert and diplomat, further distancing 
themselves and developing the ability to motivate and support others to develop, and 
leaders assessed under the redefining and transforming action-logics can utilize the 
achiever action-logic, distancing themselves from focusing on the development of others, 
augmenting LM, and working with the inter-play of organizational dynamics.  
An organizing function of health care is to abate pain, to end suffering, to aid in 
recovery and thus leaders can behave correspondingly when tasked with an improvement 
project even when that project is asking new things and new behaviors of them. An 
alternate perspective summarized in this chapter from research participants assessed at 
redefining and transforming action-logics is viewing improvement work for medical 
diagnoses, conditions, and maladies as influenced by life conditions and lifestyles and as 
requiring the exploration of new ways of viewing the world. Health care and medical 
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practice leaders can be viewed as on developmental paths. If a developmental view is 
adopted, educational leadership support for leaders implementing LM might benefit from 
an understanding of action-logics and it is here that finding 8 might be leveraged and 





The big take-away from this study is that leaders assessed at later action-logics; 
redefining and transforming, tend to leverage earlier action-logics in their meaning-
making in order to apply LM in health care. Furthermore, that those assessed at achiever 
action-logics flourish in the context of a LM Black Belt learning program centered on 
project-based learning. The study discovered that LM tends to have different 
connotations for different leaders and each leader experienced variations of seven factors 
of LM in health care. The factors of LM in health care most present, were the complexity 
of LM, learning best practices, and complexity of the process or system needing 
improvement. Some factors of LM; learning best practices and receptivity of staff, were 
experienced more for redefining and transforming assessed participants, while another, 
complexity of LM was experienced to a greater extent by achiever assessed participants. 
The study focuses a developmental lens on the application and learning of LM in health 
care and may challenge the notion that project-based learning of LM equates to 
organizational adoption LM philosophy and principles. Furthermore, this study may 
support challenging the belief that LM is a prescriptive way out of the current quality and 
safety conundrum in health care. LM alone isn’t what is needed to transform health care, 
LM should be coupled with leadership development otherwise the improvement 
methodology risks succumbing to short term applicability and unsustainable results.  
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As the author of the study, I was fortunate to be embedded in the organization 
context, learning program and at cross-roads of LM application in health care. My 
recommendations for future research and future practice are multi-faceted and influenced 
by my experience, by the organizations I’ve worked with and my perspectives on 
leadership and LM. Overall, I noticed a disparity between the organization-wide 
approach to LM in health care and the learning of executive leaders as project-based. In 
their recounting of experiences that took place shortly after each of three successive 
phases, leaders assessed at redefining and transforming action-logics were clearly more 
interested in relationships and self, team, and organizational learning than leaders 
assessed at the achiever action-logic. Neither interest was found to necessarily be better 
than the other and both have merits. The organization studied, and other health care 
organizations interested in and engaged with LM as an organization-wide approach to 
change can benefit from focusing on both project-based results and new knowledge 
generated by various perspectives and action-logics. In this study at this time, the 
organization was primarily focused on project-based results for learning. Project results 
lead to short-wins, proof of concepts of LM tools, methods and principles. The generation 
of new knowledge can lead to nuanced and adapted applications of LM. Organizations 
may prioritize differently and may benefit in the long-term from considering leadership 
developmental lenses on LM application.  
Success with any organizational change is often reflective of the extent that actors 
within the organization have had input into the change. Within constructive-
developmental theory, a major influence behind leadership action-logics, growth is said 
to occur through adaptation to the world through two complimentary processes, 
assimilation – using an existing mental schema to deal with a new situation, such as LM, 
and accommodation – when an existing mental schema changes to deal with the situation. 
It occurred to me through the course of interviewing participants and coding their 
experiences that some leaders assimilated LM, mostly those assessed at the achiever 
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action-logic, and others accommodated LM, mostly assessed at redefining and 
transforming action-logics. It was interesting to me that leaders could work effectively to 
apply LM as strategy, and that they can work effectively to question and adapt the 
strategy with others, and that both approaches could be traced back to assessed action-
logic. As a practitioner and educator, this will remain a significant insight and will 
continue to influence how I engage with leadership and the application of LM in health 
care.  
Considering the findings of this study, the LM Black Belt program itself and the 
ways in which it is structured offer opportunities for restructuring in the context of an 
organization applying LM as an organization-wide approach. Leaders assessed at the 
transforming and redefining action-logics had insights that may have been missed in their 
pursuit of project improvements. These insights were associated with ways to inquire 
with others to increase receptivity, understanding and inquiry of LM, capture learnings 
beyond goal obtainment that are oriented to team and organizational learning, and 
nuanced and novel approaches to goal creation, setting and LM adaptation.  
Connections and Contributions to Theory 
 There are two broad types of research studies with LM in health care, theoretical 
reviews and case studies. This study helped bridge these two categories. Organization-
wide case studies have demonstrated that the organization-wide approaches to LM 
achieve modest results despite years of effort. Theoretical reviews contend that the reason 
for this is lack of managerial understanding of LM as principle-and behavioral-based. 
Another view is that if years of effort equate to years of leaders with later action-logics 
applying LM with earlier action-logics, then it is reasonable to expect modest results as 
there are leadership capacities been left unrealized. This study contributes to this 
discussion due to two areas; the achiever action logic and leadership understanding and 
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pressure to drive for results with LM across limited amounts of time, and the descriptions 
afforded by leaders with redefining and transforming action-logics amongst the 
experience of project-based learning. Which leadership descriptions and understandings 
lead to the sustainment of LM in health care was not the focus of this study yet is 
intriguing.  
Recommendations for Future Research 
Recognized literature must exist for scholars and practitioners, because the 
implementation of LM in health care is dependent on scholarly findings and practitioner 
contexts. 
Leadership and Action-logics in LM Health Care Organization-wide 
Transformations 
Efforts to organize and fund a study outside the confines of an LM project-based 
learning program may provide further insight into how the management approach and 
organizational philosophy is understood by leaders within the organization-wide 
approach to LM in health care. Such a study could solicit leaders from one or several 
organizations drawn from consortiums of organizations who collaborate and share best 
practices associated with organization-wide LM adoptions. This study could be a cross-
organizational comparative study comprised of representative samples of each of these 
three and perhaps other assessed action-logics. Central questions may be augmented from 
this study and measures could be associated with the organizational assessments and 
sustainment of LM. 
Developmental Insight 
Could leadership learning programs be coupled with project-based learning and 
focused on the development of mindsets and action-logics? The FLMH primarily distinct 
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by participant action-logic were found to be the complexity of LM for achiever, learning 
best practices for redefining and receptivity of staff for transforming. Could these factors 
be zoned-in on to act as catalysts for development? In what ways can leadership action-
logics be developed through the application of LM? The act of coaching was seen to be 
associated with developmental growth in instances of this study and coaching by itself is 
a common practice with LM health care work, therefore focusing on it may lend itself to 
the possibility of developmental growth with LM. How can institutional support offered 
to leaders in the form of LM coaches be used to recognize, support, and develop 
leadership action-logics? As my efficacy in recognizing and coding action-logics in 
leaders has increased I may carry this potential research with me in my practice as LM 
coach and advisor. 
Leadership LM Experience Threshold 
Could 4-5 years of experience with LM be a threshold for the full expression and 
use of a leaders’ action-logics with LM? This is unknown and could lead to further 
research and discovery provided the appropriate participant selection criteria.  
Opportunities to Integrate Action-Logics with Additional Organizational 
Improvement Frameworks 
LM is not the only methodology applied for organizational improvement in 
healthcare. Several other improvement frameworks share characteristics of LM including 
learning-by-doing, iteration, the central role of the customer, and the organization-wide 
approach to integration and adoption. These frameworks include, Six Sigma (Antony, 
Palsuk, Gupta, Mishra, & Barach, 2018), Agile (Tolf, Nyström, Tishelman, Brommels & 
Hansson, 2015), and High Reliability (Sutcliffe, Paine, & Pronovost, 2017). These 
similar yet unique improvement frameworks may also be understood from the 
developmental perspectives of those leading change to seek out further understanding of 
which action-logics leaders act from and if similar use of earlier action-logics by leaders 
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assessed at later action-logics is found. Moreover, the combination of these frameworks 
with action-logics may lead to codifications of other newer versions of these approaches.  
  
The Perceived Malleability of Factors of LM 
Which action-logics notice and solve for which FLMH? A plausible research 
extension could be to investigate what institutional issues are associated with which 
FLMH and which FLMH lead to organizational changes. Receptivity of staff was found 
to be markedly greater in experience for the participant assessed at the transforming 
action-logic, as was the learning best practice for redefining participants. If the GLP or a 
similar measure of adult developmental stage could be extended to a wider sample within 
an organization applying LM and engaged in daily problem solving and surfacing of 
operational barriers, issues could be further categorized by action-logic and lead to more 
focus on adult development within LM organization-wide approaches. 
Recommendations for Future Practice 
Although there are some barriers to entry for completion of the GLP, including 
access, cost, and time; strategic placement of leaders with various action-logics might 
augment the adoption of LM in health care teams, departments and organization. Where 
achievers could be leveraged for project applications, redefining participants leveraged 
for new uses of LM methods, tools, and principles, and transforming leaders leveraged to 
engage diverse and multi-hierarchical staff. If so, improvement supports in the form of 
leadership and process improvement specialists could be made aware of expanding and 
contracting tendencies of each assessed action-logic and to be cognizant of positive and 
negative aspects of use of earlier action-logics by participants assessed at later ones.  
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Learning about LM and other quality improvement methodologies takes many 
forms in addition to project-based learning. Health care professionals learn about 
improvement frameworks through didactic lecture, publications of new literature and 
peer-networks. Being aware that not every leader will see, interpret and take action with 
LM in the same way can be a helpful takeaway for new learners as they make sense 
themselves and make sense of leadership around them. The LM Black Belt program in 
this organization and others may leverage developmental practices, territories of 
experience and learning feedback loops to develop the consciousness awareness of 
leaders in conjunction with quality improvement. These practices can support leadership 
development and quality improvement.  
For me professionally, the work and time invested in this study can assist with my 
ability to be cognizant of action-logic dynamics through my work advising and designing 
leadership and educational programs. If leaders from this study are willing, there remains 
opportunity to partner with them and learn together about the ways in which adult 
developmental action-logics can complement their leadership in an organization engaged 
with LM.  
Study Limitations 
The limitations of this study are found in the participant sample, data collection, 
and data interpretation.  
Participant Sample 
When considering the total population of Lean Black Belts in the organization at 
the time of the study, 65, 14 participants is a small sample size to make generalizations 
back to the larger population of health care leaders implementing LM across the United 
States and Western Medicine. The sample of participants were all drawn from one 
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existing and on-going cohort of learning, all had completed post-secondary university or 
high professional degrees, were comprised of both men and women yet not from a wide 
range of ethnic and cultural backgrounds. The participant sample also did not include an 
equal number of leaders at each of the action-logics. The composition of the research 
sample limits wide generalization and generalization beyond the researched context. 
Future studies may seek to include a larger participant sample size with an equal number 
of participants assessed under each action-logic and from wide ranging geographic 
regions, countries and patient populations.  
Data Collection 
I collected data from participants’ experience and developed the data as a local 
researcher. Additional data from stakeholders, namely patients, team members, coaches, 
and peer leaders, could have been useful in relation to each leader-participant of the 
study. However, the confines, environment, availability, and funding of my time was 
limited. Broader data collection and validation beyond my lens can lead to reliability of 
action-logic effects discovered.  
Data Interpretation 
Limitations of the study are attributable to the presence of the researcher in the 
environment, otherwise known as researcher reactivity, or the influence of the researcher 
on the setting or individuals studied as well as the role the researched played in 
interpreting and coding the data.  Eliminating reactivity of the researcher is impossible 
(Maxwell, 2013); however, sustained presence of the researcher in the setting after the 
study can ensure that research is done in a way that creates minimal disruption to project 
results and relationships with study participants and may maximize internal 
organizational generalizability of conclusions within the study.   
The FLMH were helpful although also potentially limiting. I applied existing 
factors to the interpretation and coding of participant transcripts. An alternative approach 
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to data interpretation could have been to not leverage the existing health care factors and 
look for new factors that emerged from the data. In efforts to lend theoretical application 
to future research the FLMH were helpful and did lead to potential new research when 
applied in conjunction with leadership meaning-making and successful leverage points 
for both LM and leadership development in health care settings. If done again I may have 
omitted these factors as the matrix of coding was at times trying, limiting, potentially 
difficult to understand for readers and perhaps more complex than it needed to be to 
answer the research questions. 
Theoretical Paradigm, Data Coding, and Diversity 
My coding of participant transcripts is another potential limitation and although 
reconciled with the assistance of the coded template, advisors, a second coder and 
repeating coding attempts, I no doubt exerted some bias. My coding and recoding are not 
without limitations and bias to my racial and cultural background as well as my 
preference for adult development. Not all leaders want or need to develop and not all 
organizations need to change and improve. This study advocates for development and 
improvement. As a white male who works in organizations and consults on improvement 
work, my bias toward improvement is at times unconscious. I have had many 
opportunities that surround conscious and unconscious hegemony, in this case I coded the 
data and was the ultimate filter for results, I chose to the leverage the FLMH from 
existing research and interview participants at convenience of their and my own 
schedules. The coding process I used is indicative of my world view and my privilege. 
Indeed, the totality of the study could have been approached from a critical theory lens, 
questioning why, and for whom health care is improved. I’m cognizant that this research 
may perpetuate the perfection of western medicine as delivered through hospitals and 
health care systems as opposed to other means. Hopefully awareness of the octaves of 
action-logics and the insights participants assessed at the three action-logics shared are 
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attractive enough for others to become interested in the diversity of thought and action 
that is embedded in any one leader, team, organization, institution and industry and that 
this diversity can be broadcasted for others to learn from and question methods applied 
within organizations for the potential or lack of potential to spur change. Improvement is 
important for many people including those who may not have the opportunity to 
otherwise be heard, listened to or cared for, I regret the opportunity not to have 
interviewed and spent more time with patients, the recipients of care these leaders worked 
to improve. I’m optimistic and appreciative of my stance in society and my ability to 
continue to learn and notice what is missing, excluded and hidden, and where I can 
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Monitoring and measuring change
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Defining the problem to be solved
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Phase 1: months 1-3 Phase 2: months 3-6 Phase 2: months 6-9
*Not all LM A3 Projects last nine months, however the confines of the 






Informed Consent  
Dear (Insert name of LM Training Program), 
This letter is to request your permission to participate in a research project that 
explores how lean management (LM) improvement leaders in health care make sense of 
their experiences during implementation and address challenges and events in their work. 
I am specifically interested in stages theories of adult development and how individual 
improvement leaders possessing different, specific action-logics corresponding to their 
stages of development may interpret and implement LM differently. An action-logic is a 
means by which an individual interprets her or his external world and internal experience, 
typically operating outside of conscious awareness. Theorists have developed techniques 
to measure an individual’s stage of adult development and action-logics (Berger, 2011; 
Kegan & Lahey, 2009; Torbert, 2004). 
This research project is based on an action-logic sentence completion assessment 
titled the Global Leadership Profile (GLP) administered via a web-based tool, narrative 
analysis of qualitative in-person interviews, and examples of participants’ A3 projects; 
confidentiality will be strictly maintained. Moreover, participants will be given a random 
study number. I will not know their action-logic assessment during coding of narrative 
analysis of interviews, and names will be omitted from any published accounts. If you 
have time to complete the GLP, which requires one hour at most, and participate in three 
qualitative one-hour interviews in the context of your training program, you qualify as a 
participant. The ultimate goal of this research is to improve the way institutions like ours 
support and educate leaders in their implementation of LM.  
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If you wish to withdraw from the study at any time during your training program, 
sentence-completion assessment, or qualitative interviews, your data will be destroyed 
immediately. Your participation is voluntary. Although there are no foreseeable risks in 
participating, you may withdraw from the study at any time and for any reason. There is 
no penalty for declining to participate or withdrawing. Research data will be collected 
between February and July of 2017. Participation and records thereof will be confidential, 
as names and identifiable information will not be included in the dissertation.  
I am a doctoral student at Columbia University, New York, NY. This research is 
part of my dissertation, and I am working under the direction of my advisor, Dr. Lyle 
Yorks, ly84@tc.columbia.edu at the Teachers College. If you have any questions 
regarding this project, please contact me at ejb2179@tc.columbia.edu or 508-353-0410. 
This project has been reviewed according to the Teachers College of Columbia 
University, and University of Massachusetts Medical School procedures governing 
research participation. A check in the box below indicates your willingness to participate 
in the study. Please return the signed letter to me within three days if possible. Thank 
you. 
X I have read the consent form above. I understand the parameters of this research 
study and I am a willing participant.  
 
Developmental Theorists 
Berger, J. G. (2011). Changing on the job: Developing leaders for a complex world. Redwood  
City, CA: Stanford University Press. 
Kegan, R., & Lahey, L. L. (2009). Immunity to change: How to overcome it and unlock potential in yourself and your 
organization. Cambridge, MA: Harvard Business Press. 




Appendix C  
Semistructured Interview Guide 
Study Participant Number___ 
Demographic information to be completed at the onset of interview #1 and 
verified or updated if any change occurs across interviews: 
Position in the organization (please circle one or write in below): 
Senior Executive Senior Clinician Executive Director Manager 
Quality Improvement  Clinician  
Other:_____________________________________________________ 
Years of Professional Experience with lean management (please circle one) 
1-2 years 2-3 years  4-5 years 5-6 years 6-7 years 
 more than 7 years 




Interview guide  
RQ1. How, if at all, does the experience of LM in health care vary as a function of the 
improvement leaders’ action-logic? 
RQ2. What, if any, developmental supports do these leaders seek out across the 
duration of eight-month advanced training programs and LM implementations? 
RQ3. How do these improvement leaders describe the implementation of LM? 
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Interview guide  
RQ1. How, if at all, does the experience of LM in health care vary as a function of the 
improvement leaders’ action-logic? 
RQ2. What, if any, developmental supports do these leaders seek out across the 
duration of eight-month advanced training programs and LM implementations? 
RQ3. How do these improvement leaders describe the implementation of LM? 
Phase 1 
 
1. (RQ1) Please describe your experience with the training program so far. 
What have you liked and found important to you? 
 
2. (RQ3) Please describe your implementation/use of of LM tools, principles, 
concepts and/or behaviors to date: 
 
3. (RQ1) Please describe the challenges, if any, you have experienced during 
each of following:  
1. Identification of Project 
2. Setting initial goals 
3. Collecting and analyzing current condition information 
 
4. (RQ2)How did you respond to those challenges? What institutional supports, 
if any, did you use or need? 
 
5. (RQ2)How effective do you think you have been at leading improvement 
within your department since the beginning of the program? What would help 




List of experienced 
barriers, issues, and 
problems with LM 
work within each 
component of each 













of action logic: 
probe for how 
decisions were 
made, aspects of 
time, use of power, 









1. (RQ1) Please describe your experience with the training program so far. 
What have you liked and found important to you? 
 
2. (RQ3) Please describe your implementation/use of of LM tools, 
principles, concepts and/or behaviors to date: 
 
3. (RQ1) Please describe the challenges, if any, you have experienced 
during each of the following:  
a. Root Cause Analysis and Designing Solutions 
b. Creating and Implementation plan for Countermeasures  
 
4. (RQ2)How did you respond to those challenges? What institutional 
supports, if any, did you use or need? 
 
5. (RQ2)How effective do you think you have been at leading 
improvement within your department since collecting and analyzing the 




List of experienced 
barriers, issues, and 
problems with LM 
work within each 
component of each 













of action logic: 
probe for how 
decisions were 
made, aspects of 
time, use of power, 








1. (RQ1) Looking back at the past eight months, please describe your 
experience with the training program overall. What have you done 
or thought about differently since beginning the program?  
 
2. (RQ3) Please describe your implementation/use of of LM tools, 
principles, concepts and/or behaviors to date: 
 
3. (RQ1) Please describe thechallenges, if any, you experienced in 
creating and executing a sustainment plan. 
 
4. (RQ2) How did you respond to those challenges? What institutional 
supports, if any did, you use or need? 
 
5. (RQ2) How effective do you think you have been at leading 
improvement within your department since completing the 
program? What would help you be more effective? 
Researcher Analysis 
 
List of experienced 
barriers, issues, and 
problems with LM 
work within each 
component of each 





across all participant 
experiences, project 
phases, and potential 
nuances by action-logic 
 
Research estimate of 
action logic: probe for 
how decisions were 
made, aspects of time, 
use of power, and 













































other people and 
getting others to 
see “my way” 
Primarily based 
on work done to 
others and 
perhaps at their 
expense. 
Descriptions of 
work based on 
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experience; LM 







































Diplomat Dependent on 
approval and 











best practices as 
examples of how 
to fix or design. 
Inability to find 
similar solutions 
or improvement  
Conflict when 



















Expert Experience of 
LM methods as 
counter- or less 
productive than 





work is done. 
Frustration when 
work doesn’t go 
according to plan 
Reliant on 
leaders and other 
experts to ensure 
work solutions 
remain in place 
Little mention 




way to achieve 
ideal plan 




and do own 
work  
Achiever Successful at 
work creating 


















solutions in the 
short term. 














Redefining Defines project 








possible changes  
New team-based 
ideas realized and 
experimented 
with; plans 
carried out in 
relation to other 
work 
New teams or 
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Alchemical Not likely to be 
found 
Not likely to be 
found 






Appendix D  





      Date:       OFFICE USE ONLY: GLP No.       
      
Please complete the following 30 sentences: 
1 When a child will not join in group activities… 
       
2 Education… 
       
3 When I am criticized… 
       
4 Being with other people… 
       
5 The thing I like about myself is… 
       
6 Raising a family… 
       
7 When people are helpless… 
       
8 A man’s job… 
       
9 What gets me into trouble is… 
       
10 If my mother… 
       





      Date:       OFFICE USE ONLY: GLP No.       
      
       
12 I just can’t stand people who… 
       
13 A girl has a right to… 
       
14 When people avoid me… 
       
15 A good leader… 
       
16 I feel sorry for… 
       
17 A career is… 
       
18 Rules are… 
       
19 Sometimes I wish that… 
       
20 When I get angry… 
       
21 People who step out of line at work… 
       
22 My father… 
       
23 My conscience bothers me if… 






      Date:       OFFICE USE ONLY: GLP No.       
      
       
25 My main problem is… 
       
26 At times others worry that I… 
       
27 Crime and delinquency could be reduced if… 
       
28 Dreams are… 
       
29 My friends… 
       
30 I am… 
       
 
Thank you for completing the GLP. You will receive a Self-Estimate document shortly, 
and our GLP assessment and report will reach you within 14 working days unless 
otherwise agreed. As part of our ongoing research, development, and training, we request 
your permission to anonymously use some of your responses in published material. If you 






































Participant Quotes by Action-Logic and LM Phase 
Study Phase 1 
















“I don't have the title or the 
stance in the organization 
like a lot of the folks in my 
group do. A lot of people 
have Director, Senior 
Director, AVP, and I’m 
none of the above. At first, 
it was a little intimidating 
and I didn’t know if it was 
right for me, but I knew 
deep down it was.” 
(Learning) 
 
“…the (training) groups 
were always 
segregated, with the 
(senior)leaders and then 
the people who weren’t 
as important 
together.…I think other 
people noticed it and 
didn’t like it. So I’m 
speaking for the group, 
not just me 
particularly.”(Learning) 
 
{In response to 
“What institutional 
supports, if any, did 
you feel you need or 
want more of?} 
“…seeing the 
leadership team feel 
like they own (the 
project) more.” 
“I need that 
reassurance. So for 
me, just seeing 
where other people 
are and what they’re 
doing could provide 
me that reassurance 
without somebody 
reassuring me, oh 
yeah, I’m in line with 
them. I think I got the 
concept because my 
perception of the 
concept is the same 
as theirs.” (Learning) 
“…if you don’t have 
people ... It’s about 
people buy-in. It’s 
about group buy-in. 
It’s about people 
having the same… 
it’s not excitement, 
but the same 
motivation to do what 
you’re doing, same 
buy-in as to what 











“…any time you do find a 
problem, the real challenge 
is finding the root causes, 
then making sure you’ve 
got the right root 
causes.”(CLM) 
“…it’s really important to 
take the time to find those 
root causes, because if you 
get that wrong, then all this 
right side is wrong.” (CLM) 
“I’m already intimately 
involved on the clinical 
side, on the hospital 
management side, so I 
didn’t need any further 
information on how that 
works. I knew exactly what 
would happen. Get called, 
was a chest pain image, 
and I know exactly what 
happens and how things 
are done. I already had 
some things in mind that I 
know needed to be 
addressed.” (CLM) 
“I showed them like, 
"Hey, listen, this is what 
the data shows and this 
is what we’re doing and 
there’s this huge gap 
and here’s this huge 
opportunity to actually 
decrease the burden of 
work on you," I’d be 
received entirely 
differently. So that’s the 
way I set about doing it.” 
(RS) 
“Whatever project 
you’re doing, you as 
a coach have no 
support unless 
leadership wants to 
do it.” (CLM) 
“I think because I 
don’t have the same 
depth of 
understanding of all 
of the clinical 
components of what 
these patients go 
through, sometimes I 
don’t have as good a 
framework as I’d like 
or a context within 
which to make 
decisions and 
judgments about it.” 
(Learning) 
“Attending a lean 
course and not 
having a further 
coaching or being in 
a robust culture, 
you're not gonna 
succeed as much. 
And I do think that if 
senior leadership had 
coaching, and our 
own meetings and 
our own everyday 
activities were lead in 
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“What are we trying to 
achieve with this 
countermeasure?” 
“We found that the root 
cause is that they leave 
when they don’t have a 
relationship. So with my 
team of managers that 
partnered with me, we 
designed the system based 
on what we heard on our 
stay interviews, which is 
one of our 
countermeasures.” 
“We use the fish bone a lot, 
looking at what are the 
issues, whether it’s people, 
materials, etc. Then the 
other really important thing 
is the [gemba 00:02:40] 
walk and going out and 
looking at it. I don’t do a 5S 
so much, because most of 
the things I’m not looking at 
changing areas. I’m looking 
at processes and how to 
change processes. Those 
are the tools, and then the 
A3 is putting it together and 
keeping it, organizing it.” 
“…we sort of shifted 
our target audiences to 
ones that we could 
impact the most. We 
couldn’t. They’re so 
scattered, so focusing 
on areas that had new 
grad rate retention and 
those areas that didn’t. 
So, that wasn’t - it was 
a challenge to figure 
out how to narrow it 
down so we could have 




relationship. So it 
was with the CNO 
and I changed it to 
myself, so that 
changed. We had 
people change, so 






critical. The team 
itself has to be 
aligned on what it 
needs to do and 
everyone has to 
be on that same 
page in terms of, 
our goal is A. As 
soon as you tend 
to get outliers who 
don’t think that 
destination A is 
the ideal 
destination, then 
you can go off 
road. It’s really 
important to I think 
gain alignment 
consensus within 
a group that this is 
our vision, this is 
who we’re on 
board with, this is 
where all of us are 
jumping on the 
train to move 
forward.” 
“We identified a six-
month engagement, 
turned out to be like a 
ten- or eleven-month 
engagement…” 
“I’m a very concrete 
person. I like to know 
what the deadline is 
and what I need to 
deliver. So, there 
were definitely times 
when I’m like, ’Where 
is this going?’ And, 
you kind of had to let 
it ride because I think 
we did land a lot of 
insights by kind of 
unbundling problems, 
right? So, that was 
















“Once I figured out what the 
focus was, the whole 
background and 
significance was really the 
important piece to me. I 
had my own mental model 
of what I thought the 
problem was, and so I took 
a step back and said, 
"Okay. Using lean 
principles, this is my 
perception, but that may 
not be accurate." (CLM) 
“Again, I’m preaching to 
the choir here, but I 
really had to validate or 
to invalidate some of 
my preconceived 
concepts about the 
nature of the problem, 
or was this even a 
problem. To go to the 
lean principle, I went 
and walked the gemba. 
I went to the community 
hospitals and talked to 
people and said, ‘What 
is this? Tell me about 
this. Tell me, is this an 
issue to you?’ Based 
upon my experiences 
here, I actually talked to 
the people that actually 
had the lived 
experience, as it was 
around what I was 
trying to see if there 
was an issue about.” 
(CLM) 
“What happened 
was we had a 
deep conversation 
about the nature 
of the problem to 
try to come up 
with a problem 
statement, and we 
just let it go. We 
went totally off the 
agenda because it 
was so rich and 
we found that we 
really weren’t 
defining the 
problem in the 
right way, that it 
was far less about 
organizational 
integration and 
much more about 
the patient. 
Someone said, I 
forget who it was, 
but ’Shouldn’t we 
really just be 
thinking through 
“So we have the 
Rapid Improvement 
Event that brought in 
the entire cast of 
characters from the 
beginning of the 
patient’s care to their 
discharge, and we 
asked them very 
pointed questions 
that made them start 
to think outside of 
their box. They had to 
think of their 
upstream, 
downstream impacts. 
What very quickly 
happened was 
instead of focusing 
on nursing…they 
realized they could 
finally have these 
conversations in a 
way that was safe, so 
we actually changed 
the direction of the 
event, and let them 
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the eyes of the 
patient in all of 
this?’” (CLM) 













shared vision of 

















“So the current state, 
we did a lot of talking 
about the nature of the 
problem, what problem 
we’re trying to solve. 
We did a lot of process 
mapping; part of going 
through this process 
was getting ourselves 
outside of the typical 
structures we’re used 
to. So it was bringing 
people from CHL and 
from the medical center 
and from all different 
parts of the organization 
together to kind of lift 
ourselves from our own 
little parochial, narrow 
areas and think about 
the patient, the larger 
whole that comes 
across both of our 
organizations.” (CLM) 
“Just directly. I said, ‘To 
be honest with you, as 
of January blah blah, 
this is a regulatory 
requirement’" I coached 
it in a way that the 
regulators aren’t going 
to come knocking down 
your doors and send 
closure [notices], but 
this is something that 
has to be addressed. 
Let me help you. Let me 
help you work through 
that to get you into 
compliance. Let me use 
this project as a way for 
us across, not only for 
your hospital, but for us 
to be aligned across all 
the community hospitals 
so we can provide 
better care from a 
systems perspective, 
framed up in that way.” 
(RS) 
“One thing I’ve 
done is, while I’ve 
used this as my 
Black Belt project, 
I’ve tried to partner 
with the president 
of CHL, who 
reports to me, as a 
way to help her in 
her development 
as well and keep 
her really closely 
involved in 
partnering with me 
on this. Obviously, 
she’s gonna be 
very influential in 
carrying out the 
countermeasures.” 
(RS) 
“There was a 
mechanical piece of 
making sure the 
wheels are turning, 
but being able to have 
the dialogue about the 
greater value of, it’s 
just not the project, 
it’s a way to move the 
organization forward 
and be able to be 
much more, I guess, 
much more articulate 
about connecting 
those dots.” (OIS) 
“I think it’s influenced 
it in that I have a 
greater depth of 
understanding of how, 
not just the Black Belt 
tools, but I think 
probably from a 
systems standpoint, a 
greater appreciation 
of the utility of the 
lean process. I don't 
want to call it lean, but 
the process 
improvement that 
we’ve chosen in this 
organization and 
really how to drive the 
organization forward 
and be able to carry 
that message forward 






Study Phase 2 Participant Quotes by Action-Logic 













“…root cause analysis 
allowed me to see from 
our hospital, all this stuff 
is important, but this one 
and this one and this one 
is the most important to 
make it a success here. 
So that’s where the root 
cause really did help me 
in my strategy, because I 
knew I have to make 
sure it would work 
here.”(CPS) 
 
So luckily I had an 
okay reputation, I had a 
good reputation that 
people knew who I 
was. But it was still like, 
‘Why are you calling 
me about this?’" 
(Learning) 
“…being new to 
design solutions, 
people not agreeing 
with the solutions 
matching up with root 
causes… I feel like 
the team doesn’t 
agree that the 
countermeasures 
match up with the 
root cause…so I had 
to get advice from my 











“I think it [lean] helps me 
solve problems, helps 
me have a discipline to 
solving problems where 
before, I probably had a 
discipline, but it probably 
wasn’t always effective, 
so problem statements 
get to the root causes. 
Based on the root 
causes, if you're sure 





“Sometimes you have 
to go to a higher 
person and say, ‘We’re 
trying to do this. We 
need resources. We 
need this.’ You don’t go 
to somebody higher to 
slap their hand. It’s not 
that, but you go to 
somebody higher to get 
the resources to allow 
them the time or just to 
keep them 
accountable. 
Sometimes, it is to 
keep them 
accountable.” (RS) 
“I’m finding where not 
everybody has the 
lead training that I 
have, and I can't do 
the work at each 
level. So, okay, I 
want this team to be 
responsible for this, 
but I don’t have a 
lean coach on that 
team.” (learning) 
“ …[My coach] had 
to kind of push me 
to this concept of 
experiment, 
experiment, 
because I think part 
of me, when I look 
at my personal 
improvement in 
general, sometimes 
I get stuck on, it 
needs to be 
perfect, like, right 
away, and it’s okay 
if it’s not. You 
know, if you’re in 
that cycle. You 
know, you got to 



















“One of the challenges 
that we had is 
responsibility alignment. 
What I mean by that is, 
the nurses can only do 
what they can do with 
the plan of care when 
they know it. One of our 
critical inputs is physician 
plan-of-care. They need 
to communicate it. 
Getting them to 
understand that critical 
piece is a systemic gap 
that I think we still face 
today. Not that 
physicians are willfully 
not doing what we need. 
I don’t think they fully 
understand, and the 
communication to them 
is segmented at 
best.”(CPS) 
“We talked about, well, 
maybe we don't plan 
this until after the new 
year, but let's then 
think about in the next 
six months. What are 
some things we can do 
to prep for this and get 
ready? Smaller things 
we can do so we don't 
lose momentum. That's 
a lot of what they're 
gonna talk about at this 
big group meeting next 
week, and see if they 
can get some feedback 
and answers to those 
things.” (CLM) 
“I really try to spend a 
fair amount of time 
explaining to folks the 
reason we’re doing 
things and not just 
doing them or 
launching into them. I 
would really try to 
remind people about 
this approach, and 
what it's about, and 
why we do it, and the 
benefits of it, as best 
I could. ... A way to 
overcome that was to 
put people who were 
steeped in lean on 
my team. To think 
about people who’d 
obviously add value, 
but to have that as 
another criteria for 
someone who might 
be appropriate.” (RS) 
 
“This was three 
units who invested 
time and resources 
in me, heard their 
staff, and they 
gleaned lots of 
insights. We built a 
structure, but now 
the structure, 
they're the only 
ones that can run 
with it. They need 
to say, ‘Is this of 
value to me?’ We 
proved that it's of 
value, and where is 
it? Is it alive? Is it 
not? It'll take me 
checking in with 
them, which I think 
is important.” 
(PDB) 
“If I had more time, 
if I could have 
devoted more time 
to it, I think we 
would have been 




support it even 
further. My time 
was limited. I didn’t 
have the time that I 
really wanted to 





















“The tough part, the 
next big hurdle would 
be, how do we then 
take what we’re doing 
on the outpatient side, 
the ambulatory side, 
and do it in the 
inpatient side? So the 
rounding is giving us 
that one to one, so it's 
successful that way. 
But is there a benefit to 
have a standing 
university facilities town 
hall meeting or 
something along those 
lines? I don’t know yet. 
I want to get these 
other pieces going first. 
But it'd be a good way 
to give people the 
opportunity (to share 
issues.” (CLM) 
“And refocus the group 
as to ... not directive, 
but really collaborative, 
‘Okay, this is what we 
... these are the 
important things based 
upon the world view 
that have to happen.’ 
So we can go down 
this road, but you're not 
going to achieve 
regulatory compliance, 
which if we’re out of 
compliance, I mean, 
that should be one of 
the priorities. To 
identify these patients, 
you have to truly get a 
basic framework in first 
before you can work on 
some of these more 
advanced 
countermeasures, so 
the group was fine with 
that.” 
“…the one that I use 
quite a bit is, let’s just 
play catchball. I’ve 
done that with my 
management team as 
well, which many of 
these guys were a part, 
and we’ll just start 
discussions and we’ll 
start tossing back and 
forth and I say we’re 
just playing, play some 
catchball. They may 
not always get what I 
mean by the term, but 
it's a good give and 
take that way. Then 
across the room as 
well, it's not just me to 
them. It starts to 
bounce around.” 
(Learning) 
“We’ll put a team 
of a few of them 
from CHL, a few 





perspectives to try 
to help work on 
some plans. One 
of the things they 
were gonna do in 
next week’s 
meeting is not talk 
about individual 
people, but get 
feedback from 
everybody on our 
group as to the 
roles, 
competencies, that 
would be useful to 
this type of group. 
We'll start to say, 
okay, we need a 
nurse from the ED. 




mental health, or 
whatever. Then 
we'll start to 
identify that and try 
to populate 
it…we're at a 
critical phase now 
in the project in 
that we're moving 
from really the left 
side to the right 
side. Specifically, 
how are we going 
to implement? 
What I suggested, 
and we talked a 
little bit about was 
maybe ... A lot of 
this has to do with 




together and trying 
to break down, or 





having some of the 
basic things. Start 
on time, end on 
time. Making sure 
everyone gets the 
opportunity to speak. 






comments are things 
that spin out into 
something else. 
Again, it’s hard for 
me to put my finger 
and say, ‘Yeah we 
do this, this and 
this.’ Because I 
guess it's more 
situational. And 
that’s the way I react 
more. Is that 
situational, whether 
it's leadership role or 










of need for 
major, 
transformation














“Arranging from the 
practical, the 
concrete, the 
operational to the 
strategic level, large 
vision. So in my 
conversations, if I 
remember them 
correctly, I was trying 
to encapsulate all that 
and to try to get it 
really into one 
coherent picture of 
what the whole 
system looked like. 
What are the 
commonalities, what 
are the differences, 
what are the themes, 
what are the trends 
through all of the 
hospitals that would 
be consistent with 
developing a root 
cause, not specific to 
one hospital, but a 
root cause of the 
commonality across 
all hospitals? I don’t 
know if that makes 
any sense.” (CLM) 
“Then I brought them all 
in, within two sessions, I 
brought them all into one 
room together, the 
whole cast of 
characters, then just 
started more of a 
brainstorming in open 
dialogue and started 
documenting things 
down on paper, listing all 
the potential new 
causes.” (?) 
“I started out with doing 
the gemba, walking 
before I began the 
project. I met with ... 
individually met with 
the leadership at each 
of the hospitals and 
said that this is what I 
want to do, this is what 
I’m thinking, you know, 
and started the 
conversation, not in 
depth, but just kind of 
to frame up, ‘Is this 
even an issue?’ (RS) 
“I think the 
challenges were, 
when we started 
doing the group 
cause analysis, it 
was across three 
hospitals and so it 
was hard. It was 
challenging to try to 
tune in to the 
uniqueness of each 
hospital to be 
respectful to the 
culture of each 
hospital. So when I 
was leading it, I 
was trying to, 
number one not 
jump right to the 
answer because of 
my context…So I 
had to probe, I had 
to be really 
cautious in my 
probing as to not 
lead the witness as 
it were and to really 
truly ask the open-
ended questions. 
So I got real 
answers instead of 
them providing 
answers that I was 
looking for. Does 
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[In response to ”Thinking 
about sustainment, can you 
think about or have you 
experienced any 
challenges?”] 
“Well I’m imagining other 
people would say time…and 
keeping people excited and 
motivated, the team.”(CLM) 










“…what we’ve set up is, we 
need to review this 
periodically to make sure, to 
say to the content expert, is 
this still up to date? Has 
there been new advances in 
medicine that changes 
this?”(CLM) 
“Get things done is what we 
need to continue to do. Just 
keep banging away. Get it 




“We go back and we 
try to come up to a 
consensus, and 
utilizing my RACI 
chart, I'll be able to 
say, ‘Okay, these are 
the decision-makers. 
These are the people 
who are gonna make 
the decision.’ And if 
we can't come to an 
agreement, which 
they'll come to an 
agreement, but 
ultimately there's 
gonna be one that 
costs money and one 
that doesn't, and so 
we'll take both those 
options, go to those 
decision-makers, 
defining the RACI, 
and get a final 
decision made.” (?) 
“For something like 
this that's really 
education-driven, I 
feel like without the 
whole leadership 
support, it's not going 
to happen, because 
I'm basically asking 
people to practice 
medicine in a different 
way that might make 
them a little bit 
uncomfortable. I don't 
think they're going to 
do that unless they 
have consequences or 
some kind of oversight 
or monitoring from 
above.” (?) 
 “And really what 
I need, I think 
anybody needs 




a problem, you 
acknowledge it, 
you said you'll do 
what you can to 
help it, but give it 
to the person 
who can really 
help. I don’t 
need to be in 
every phone call, 
say, or every, 
you know. Get 
the right person 
or people 



















 “We talked about now 
moving it into the sustaining 
phase, and we identified 
three discrete areas that are 
going to be focused on. A 
team member is going to 
take over the oversight and 
management of it, because 
it all falls in within her veil. 
We’re going to keep it as a 
priority in our community 
and to these strategic plans 
so we can continue to get 
some broader focus and 
attention, which we think is 
important, because it is 
cutting across a number of 
different activities.” (CLM) 
“Cause it's, some 
may fit, some may 
not. This, you know. 
But it's about how my 
experience, your 
experience now in a 
role, what’s worked, 
what hasn’t worked? 
Sometimes you just 
need another ear, 
other eyes that will 
say, ‘Hey, have you 
tried this?’ Or, ‘I’ve 
had this problem.’ So 
sustaining is also 
sharing, and also 
listening.”(CLM) 
“We went from a 
shared goal, cause I 
don't believe in a 
metric that puts 
somebody on the 
hook for just a 
number, because you 
miss the point. So you 
know, I always like to 
use the phrase 
‘shared goal’ because 
then we’re both in it. 
We started at 45 
issues opened at any 
one point between the 
two teams, and now 
we’re down to 30. So 
we said okay, we used 
to, we bumped them 
by five. If we could get 
to the next threshold 
and hold it for two 
weeks, we said, 
‘Okay, we think that’s 
our new 
threshold.’(CLM) 
“I think it's 
prioritization and 
compartmentaliz
ation. I think 
that’s probably 
the way to do it. 
We all, well, live 
compartmented 
lives, and even 
at the sublevel, 
compartmentalizi
ng all the 
different projects 
that are out there 
and devoting x 
amount of time, 
and I keep 
carving out that 
time to make 






“Trying to reiterate the 
importance of the work that 
everyone's doing, 
“Two, I think that 
coaching is important 
in the sense that, 
“I would like to think 
that throughout the 
project, we supported 
“…a lot of the 
managers said 


















collectively, as a group. 
Trying to help those 
individuals understand the 
big picture and not just the 
minute detail, and what that 
bigger picture means for the 
group. So I guess trying to 
get them to see our 
perspective, trying to get 
those that aren't on board to 
see the perspective of those 
who are on board, and also 
let them know of the natural 
consequences of their 
actions, the negative impact 
it’s having on the team, that 
their individual actions can 
have on the team.”(RS) 
again, I think the 
people on the front 
line implementing the 
change and 
improvements need 
to be engaged in the 
process, and how can 
I coach them through 
their challenges is 
critical. I think that 
active listening, 
leading with humility 
is important to do. I 
want to say that 
asking the question, 
‘Why’, is one of the 
most critical 
questions you can 
ask a team when they 
present you with a 
hurdle or a problem 
or any issues. Why 
do you think it’s going 
on, and not simply 
offering a bailout 
solution. It's often not 
sustainable if it's not 
coming from the front 
line.” (?) 
the growth of each 
other. They certainly 
supported my growth 
as a Black Belt 
candidate, and I'd like 
to think I supported 
their journey as a 
manager, and gave 
them food for thought 
of how they could 
think of things 
differently.”(Learning) 
know, I own a 
piece of this,’ 
and having them 
self-reflect on 
how they are as 
a leader, I think 
was a big piece 
of the journey, 
because that’s 
what we found 
as one of the 
root causes is 




and that’s what 
they need. So 
that self-
awareness is 
key to the 
sustainability, 
because if they 
go back to the 
way that they've 
always done it, 
they're not going 
to ... it's not 







of need for 
major, 
transformatio















“…it’s always good to bring 
a new set of eyes in to say, 
from a structural standpoint, 
‘Are we missing anything?’ 
Not content, but structural. 
Are we missing anything? 
Go back to revalidate the 
assumptions, go back to 
revalidate the 
countermeasures, go back 
and say, ‘Okay, in this 
present state, are we still 
traveling the lean path and 
making sure that we’re not, 
again, solving a symptom 
versus a real cost?’ I’m very 
comfortable with bringing 
people in to say, ‘Hey, 
you’re not doing it the right 
way’ or ‘Have you 
considered this?’ Again, you 
have one set of eyes. Your 
mental model is your mental 
model. That doesn't mean 
that it's completely 
accurate.” (CLM) 
 “We’re all time 
limited and of course I 
could occupy my 
entire life dealing with 
this one issue, but 
really that devalues 
me and it devalues 
the people that I work 
with. If you can create 
an environment 
where the people that 
you lead become 
leaders themselves, 
that lends itself to 
sustainability, not just 
for this product or 
project product 
outcome, but it gives 
them the leadership 
skills to take on 
anything else. It’s 
more creating the 
next generation of 
leaders.”(CLM) 
“…when you talk 
about lean 
methodology, when 
you talk about process 
improvement, when 
you talk about trying to 
fix complex solutions, 
as a leader, my job is 
really not to assume I 
know what the issues 
... but deliberately 
focus, go to the 
people that are doing 
the work. Seek their 
feedback to not only 
inform but also define 
what those solutions 
are.” (CLM) 
“I think the 
challenges 





project. Just like 
I spoke about 
leaders to 
leaders. Starting 
up the project, 
getting the 
project going, be 
clear that the 
project is well on 
track and then 
allowing the 
leaders of that 
project to sustain 
it. It comes back 
to the leader. 
Then being in 
the background 
and stepping in 
every once in a 
while to provide 
guidance or act 
as a resource for 
those folks if 
they're getting 
jammed up so I 
can then lead 
other teams and 
other 
adventures.” (?) 
 
